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EDITOR’S COMMENT 


/YNHE papers of Lockhart-Mummery (p. 26) 
and of Cuneo and Bloch (p. 26) upon cancer 
of the rectum, and of Abel (p. 17) upon can- 

cer of the oesophagus emphasize again the con- 

stantly improved results that are being obtained 
in the surgical treatment of carcinoma of the 
gastro-intestinal tract. As has been so often em- 
phasized, cancer of the gastro-intestinal tract 
lends itself to surgical treatment because of its 
gradual development and its tendency to remain 
localized during the early stages of the disease. 

Abel has pointed out again the vital importance 

of making an early diagnosis. Unfortunately in 

these situations in which early recognition is 

“asiest —the upper and lower ends of the alimen- 

tary canal —the technical difficulties of operative 

removal are greatest. That Lockhart-Mummery 
has been able to operate upon roo cases of rectal 
cancer with a mortality of only 3 per cent indicates 
the surgical possibilities of a well-conceived and 
carefully executed plan of operative treatment. 

Cole’s discussion of the rdle of the sulcus angu- 
laris with its excess of mucosa in the etiology of 
gastric ulcer (p. 21) emphasizes the fact that the 
influences which have been considered by various 
pathologists as causative factors in the produc- 
tion of ulcer are concentrated upon this area, and 
that the development of an ulcer may be due to 
the summation of these influences upon this defi- 
nitely localized portion of the stomach. Higgins’ 
and Adams’ papers on duodenal ileus (p, 23) in- 
dicate the increasing attention and recognition 
that is being devoted to this less common cause of 
gastro-intestinal pathology. 

The constantly increasing interest that is being 


manifested by American surgeons in the subject 
of bone tumors is undoubtedly due in part to the 
efficient investigation of bone sarcoma initiated 
a few years ago by Codman and his associates. 
In this month’s issue, reviews of two papers on 
bone tumors by Bloodgood (p. 47) and Meyer- 
ding (p. 49) emphasize certain aspects of the 
important subject. Bloodgood stresses the im- 
portance of avoiding the diagnosis of malignancy 
in cases of benign cyst, of benign giant cell tumor, 
and of chondroma, and of exploring central sar- 
comata only, if at all, with the cautery. Meyer- 
ding emphasizes again the value of the roent- 
genogram in the diagnosis and the helpful effect 
of radiation in the palliative treatment of endo- 
thelioma. Detailed methods of treating different 
types of benign tumors are discussed in both 
papers. 

A number of other important papers on subjects 
of varied interest which are abstracted in this 
month’s issue can be only mentioned. The reports 
of Bancroft and Rogers and of Beck and Powers 
(p. 59) on the results of the tannic acid treatment 
of burns confirm the successful clinical results 
that have already been reported by Davidson 
and others. Henderson’s description of an opera- 
tion for correcting habitual dislocation of the 
shoulder (p. 53) will be noted with interest by 
those who have attempted to correct this trouble- 
some condition. Esser’s method of swinging large 
pedicled flaps with slender pedicles containing an 
artery, nerves, and lymphatics only (p. 60), a 
method which avoids the necessity of dividing the 
pedicle, should prove of great value to the plastic 
surgeon in selected cases. 
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Seifert: The Route of Infection in Postoperative 
Purulent Parotitis (Infektionsweg bei postopera- 
tiver eitriger Parotitis). 50 Zag. d. deutsch. Ges. f. 
Chir., Berlin, 1926. 

As there is still doubt as to the route of infection 
in postoperative parotitis, the author studied sixty- 
five patients with the condition. All of them, as 
long as they were severely ill, showed a preponder- 
ance of staphylococci in the mouth. The condition 
of the teeth also seemed to be of importance, but 
other factors must be of influence. ‘The investiga 
tions have not yet been completed. It is possible 
that a study of the mucin will solve the problem. 
At any rate, the findings to date indicate that the 
parotid gland becomes infected from the mouth and 
this fact suggests the prophylaxis. Srreriner (Z). 


Stoccada, F.: The Pathogenesis of Acute Postop- 
erative Parotitis (A proposito della patogenesi della 
parotite acuta postoperatoria). Arch. ital di chir., 
1926, XV, 537. 

The prognosis of acute parotitis occurring as a 
postoperative complication is very unfavorable as 
the mortality, according to statistics recently col- 
lected, is 30 per cent. 

In the author’s opinion, no time should be lost 
in medical treatment; surgical incision should be 
made as soon as the suppuration becomes manifest. 

Stoccada reports a case of his own in which the 
acute parotitis began on the sixth day after an 
appendectomy. He incised on the second day after 
the beginning of the suppuration and the patient 
made an uneventful recovery. The pus showed a 
pure culture of staphylococcus aureus. 

In connection with this case Stoccada discusses 
the pathogenesis of the condition. According to one 
theory, the infection reaches the parotid gland from 
the mouth, while according to another, it is carried 
to the gland by the blood stream. The author calls 
attention to the fact that there are a number of 
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lymph glands in the bed of the parotid and main- 
tains that, in his case at least, the infection was 
carried by the lymph circulation to these glands. 
The patient had dental caiies and chronic pharyn 
gitis due to the excessive use of tobacco. Stoccada 
believes that instead of being called “acute post- 
operative parotitis’’ the condition should be termed 
“postoperative phlegmon of the bed of the parotid”’ 
because the lymph glands in the bed of the gland 
are affected first and the infection extends to the 
parotid by contiguity. Auprey G. Morcan, M.D. 


Moure, P.: Pre-Operative Treatment with Arsenic 
Considered with Regard to the End-Result in 
Two Cases of Cancer of the Lip (Le traitement 
arsenical pré-opératoire 4 propos du résultat éloigné 
de deux cancers labiaux). Bull. ct mém. Soc. nat. de 
chir., 1926, lii, 169. 

The author reports two cases of quite advanced 
cancer of the lower lip in which radical operation 
was followed by a cure lasting two and three years 
respectively. 

He states that since the adoption of the practice 
of giving three injections of 1 to 1.5 gr. of neo- 
salvarsan during the week preceding the operation, 
complications due to infection have become rare and 
the risk of operation has been greatly decreased. 
This preliminary treatment has now been extended 
to almost all operations on the digestive tract. Its 
beneficial influence is ascribed to the action of the 
neosalvarsan on the group of spirilla 

In the discussion of this report, Brecuot and 
LENORMANT stated that neosalvarsan was found 
greatly to favor the healing of war wounds. 

Apert F. De Groat, M.D. 


EYE 


Peck, C. H.: Pulsating Exophthalmos; Ligation of 
Common Carotid. Ann. Surg., 1926, |xxxiv, 125 
The author reports a case of pulsating exophthal 
mos following an injury. There was no change in 
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the fundus, no loss of vision, and no diminution in 
the visual field. A year after the injury partial 
occlusion followed by complete ligation of the carot- 
id artery was done to decrease the danger of 
cerebral accident. The subjective bruit ceased after 
the partial occlusion, but a low pitched murmur still 
persisted after the complete ligation. The exophthal- 
mos has now disappeared and the patient is in very 
good condition. Vircit Wescott, M.D. 


Robinson, G. A.: Radium Therapy in Diseases of 
the Eye and Adnexa. Arch. Ophith., 1926, lv, 328. 
‘The author has used radium with remarkable suc- 
cess in the treatment of angiomata, papillomata, 
epidermoid carcinomata, lymphomata, perithelio- 
mata, intra-ocular tumors (glioma and melanoma), 
orbital tumors (sarcoma and angiosarcoma), and 
vernal conjunctivitis. He has seen two cases of 
cataract following the use of large doses of radium. 
In one, that of a diabetic patient, a secondary glau- 
coma developed and enucleation of the eye became 
necessary. He draws the following conclusions: 

1. Radium irradiation is the treatment of choice 
for angiomata, vernal conjunctivitis, epidermoid 
carcinoma of the eyelids, and early carcinoma of the 
bulb. 

2. It is indicated as a postoperative measure in 
cases of primary intra-ocular tumors and should be 
first choice for primary orbital tumors. 

3. ‘To determine the status of radium in the treat- 
ment of diseases of the eye and its adnexa, careful 
methods of irradiation and closer co-operation be- 
tween the radiologist and ophthalmologist are neces- 
sary. Vircit Wescorr, M.D. 


West, J. M.: The Intranasal Lachrymal Sac Opera- 
tion: Its Advantages and Its Results. Arch. 
Ophth., 1926, lv, 351. 

The treatment of dacryostenosis has made little 
progress. ‘The sac is irrigated, the duct is probed, 
and eventually the sac and, in some clinics, the 
lachrymal gland are removed externally. Under the 
present régime, fistula and phlegmon have a very 
poor prognosis, even when the treatment is long 
continued. Attempts have been made to establish 
a permanent connection between the conjunctival 
sac and the nose through an external incision, intra- 
nasally, from the maxillary antrum and through the 
mouth. The high incidence of failure of Toti’s opera- 
tion of dacryocystorhinostomy must be due to the 
external incision, which disturbs the relations of the 
canaliculi and inteinal ligament. An intranasal op- 
eration is applicable to all types of cases and is 
curative in go per cent. 

The author has done the intranasal operation 
1,600 times. Local anesthesia is used. The nasal 
mucous membrane is incised and a large flap turned 
aside over the inferior turbinate to expose the bony 
wall from the pyriform apparatus to the posterior 
boundary of the lachrymal fossa. The sac is then 
exposed by removing this wall with chisels. The 
nasal end of the sac may be incised or the sac re- 
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moved entirely. The mucous membrane is then re- 
placed and the nose packed. The artificial opening 
rarely closes as it becomes lined by epithelium from 
the canaliculi. After this procedure pathogenic bac- 
teria leave the conjunctival sac within one or two 
days, whereas after external removal of the sac 
pneumococci may remain for several years. 

The advantages of the intranasal operation are 
summarized as follows: 

1. The internal operation is more reliable as a 
cure for suppuration of the lachrymal sac than the 
external procedure. 

2. It re-establishes the physiological function of 
the lachrymal apparatus so that not only a dacryo- 
cystitis, a lachrymal fistula, or a phlegmon is cured, 
but subsequently the tears drain off into the nose 
and the troublesome epiphora is avoided. ‘The re- 
establishment of drainage removes simple epiphora 
of nasal duct origin. 

3. The re-establishment of drainage from the eye 
into the nose causes the disappearance of the patho- 
genic bacteria from the conjunctiva, which is very 
important when future intrabulbar operations are 
indicated. 

4. A prolonged and usually painful and unsuccess 
ful treatment with probes is avoided. 

5. Removal of the lachrymal glands is rendered 
unnecessary. 

6. An external incision or curettage necessitating 
an external bandage and other disadvantages is 
avoided. 

7. In cases of fistula and phlegmon the patient 
is spared the troublesome and painful changing of 
dressings which is necessary after the external in- 
cision. 

8. The entire treatment is usually completed in 
about a week. 

g. The operation is not trying upon the patient 
and is performed under local anwsthesia in the cases 
of children as well as those of adults. Usually the 
day following the operation there is scarcely any 
swelling of the face, and bandaging of the eye is 
unnecessary. SAMUEL A. Durr, M.D. 


Duke-Elder, W. S.: The Pathological Action of 
Light upon the Eye. II. The Action upon the 
Lens; Theory of the Genesis of Cataract. 
Lancet, 1926, ccx, 1188. 

Regardless of great speculation as to the cause of 
cataract, it is only in recent years that the funda- 
mental aspects of this problem have been ap- 
proached. It now seems that with certain exceptions 
the essential cause may be traced to the incidence 
of radiant energy directly on the lens itself. All 
radiations transfer energy to the substances which 
absorb them, the longer waves by increasing molec- 
ular movement with primarily thermal effects, and 
the short waves inducing photochemical and photo- 
electrical effects. Hence, in the last analysis, the 
effect on the lens is dependent upon the absorption 
of radiant energy. This energy must first traverse 
the cornea and aqueous, and as the former is the 
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more absorbent, the nature of the radiations to which 
the lens is exposed is determined by it. The lens 
is reached by incident radiation of wave lengths of 
the order of to! Angstrém units, those in the region 
ot 20,000 to 3,000 visibles, long ultraviolet rays, and 
those of the order of an Angstrém unit (X-rays, 
gamma rays). 

Having reached the lens, the energy represented 
by them may be absorbed by the lens, causing 
changes therein, or transmitted according to the 
laws of refraction without affecting the lens, or dis- 
persed by the particulate structures in the lens, its 
path being thereby changed. Again, it may induce 
fluorescence, or a small fraction may be reflected 
from the surfaces. 

Being interested only in the absorbed portion, we 
are concerned especially with the rays between 
20,000 and 3,000, since the spectra of all ordinary 
sources lie between these limits. Rays between 
14,000 and 11,000 and between 4,000 and 3,200 will 
produce potentially a pathological thermal effect, 
while those between 3,200 and 3,000 have an abiotic 
and mild thermal effect. From the point of view of 
pathology, the concentration of incident radiant 
energy in its passage through the lens is of primary 
importance. In this there are two opposing factors, 
the concentrating effect due to refraction by the 
optical system and the dissipating effect. The latter 
is due to specific absorption by the media, loss by 
reflection, dispersion, and spherical and chromatic 
aberration. The total density of energy in the lens 
depends further upon the size of the pupillary aper- 
ture and the size of the illuminating source. From 
small sources of light there is no serious concentra- 
tion in the lens, but from large sources such as snow 
fields, the desert, or molten glass or metal, the con- 
centration is enormous. On the capsule, thermal 
and abiotic effects are manifested by swelling and 
proliferation of the cells, eosinophilia, or basophilia 
in the cells, or nuclear pyknosis. 

Opacity of the lens substance is essentially a 
coagulation of the four proteins: (1) albuminoid in 
the nucleus and two water-soluble proteins in the 
cortex; (2) alpha-crystalline in the outer cortex; (3) 
beta-crystalline in the inner cortex; and (4) albumin. 

Though the lens is a sluggish tissue, it must 
possess a respiratory mechanism in order to live and 
maintain its transparency. This is an avto-oxida- 
tion system wherein glutathione acts as a hydrogen 
donator which reduces the hydrogen acceptors and 
the beta-crystalline acts as a thermostable residue 
which reduces the glutathione after it has been oxi- 
dized. In the lens the glutathione content is large, 
but is lowered after exposure to heat or ultraviolet 
rays, the metabolic efficiency of the lens also being 
then decreased. 

Lipoid substance may have some effect on the 
auto-oxidative system by increasing the rate of oxi- 
dation. Protein may be changed from the colloidal 
to the particulate type by precipitation or coagula- 
tion, but as the former is a reversible process it is 
not important in the formation of cataract. The 
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latter, however, is highly important as it is non- 
reversible and by means of it the protein is chemi- 
cally altered. It consists of denaturation and agglu- 
tination and appears to be brought about by any 
form of radiant energy (heat) and by mechanical 
strain. 

In the incidence of coagulation, hydrogen ions and 
salt concentration play a part. The reducing power 
of the lens is very sensitive to changes in reaction, 
disappearing if the medium is more than pH7.0. 
Salt concentration has a sensitizing effect on coagu- 
lation by light, but salts are of importance chiefly 
in determining osmotic changes through the semi- 
permeable membrane (lens capsule) separating the 
two greatly different media. When the normal 
mechanism is deranged, aqueous will enter if the 
difference between the osmotic pressures is increased 
(diabetes); if the internal tension of the lens is 
lowered (old age) or the intra-ocular pressure is in- 
creased (absolute glaucoma); and if the vitality of 
the semipermeable membrane is lowered (debility, 
nutritional deficiency, under the action of light), or 
its continuity is broken as in trauma. 

Experimentally, cataract is produced by electrical 
oscillations, isolated infrared heat waves, visible 
light, ultraviolet rays, radium, intra-ocular injec- 
tions of hypotonic solutions, 01 sensitizers (hama- 
toporphyrin) upon exposure to light. Clinically, 
cataract may follow the passage of an electric cur- 
rent through or near the eye, as in short-circuits and 
lightning flashes, and in such cases is due largely 
to an electrochemical reaction and concussion. Oc- 
cupational cataract due largely to heat is seen in 
iron workers and occurs most often at the posterior 
pole where the radiant energy is most concentrated. 

Senile cataract from long ultraviolet rays is prob- 
ably due to the action of the radiant energy on the 
oxidation system of the lens and the stability of its 
colloid system. Gamma rays rarely cause cataract, 
presumably because of the rarity of sufficient expo 
sure to them. In diabetes two forms of cataract 
are seen, the common senile type and the rare type 
characteristic of that disease. The high incidence 
and early occurrence of senile cataract in diabetes 
is due to the fact that both sugar and acetone sensi- 
tize proteins to the denaturing action of light and, 
in addition, the diabetic state subjects the lens to 
an osmotic deforming force and abnormal fluid traf- 
fic. In cholera, the causes of cataract are probably 
osmotic changes. In the formation of complicated 
cataracts the determining factors are probably mal- 
nutrition and the influence of toxins acting directly 
on the lens or acting indirectly by altering the 
permeability of the capsule. 

In conclusion the theory is advanced that the 
primary cause of cataract in general is probably the 
direct action of incident radiant energy on the lens 
which increases the lability of its colloidal system, 
deranges the auto-oxidation system upon which its 
metabolism depends, and thereby renders its pro- 
teins more prone to coagulation by changes in the 
hydrogen-ion concentration, osmotic changes due to 
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the action of radiant energy on the lens capsule, 
general metabolic disturbances, and continuous 
photosensitization. © Grorce R. MeAutirr, M.D. 


Duke-Elder, W. S.: ‘The Pathological Action of 
Light upon the Eye. III. Action upon the 
Retina. Lancet, 1926, ccxi, 106. 

Infra-red light is practically all absorbed before it 
reaches the retina. Light of 7,000 Anstrém-unit 
wave length at the beginning of the visible red is 
absorbed very little, 94 per cent of the incident en- 
ergy reaching the retina. From this point of the 
spectrum to 4,000 (ultraviolet), all of the incident 
energy is transmitted. The range is greater in child 
hood. The retina is reached by waves between 4,000 
and 7,000 and by some of those from 4,000 to 3,200 
and from 7,090 to 12,000. ‘The intensity is reduced 
by absorption of the media and dissipation, but it 
is concentrated on the retina by refraction through 
the optical system. 

Pathological effects of light are due to over 
stimulation, thermic action, or abiotic action. ‘There 
is no evidence that they can be produced by over 
stimulation by visible light rays. Most of the en 
ergy incident on the retina is absorbed by the pig- 
ment layers and degraded into heat. In the disk, 
thermal lesions may produce thrombosis of the cen 
tral vessels. Elsewhere they produce sharply defined 
areas of choroidal congestion. The effect is most 
marked in the pigment layers and less marked in 
the rods and cones and choriocapillaris. Other lay- 
ers are affected only when the former are entirely 
disintegrated. ‘The entire retina may be fixed by 
heat coagulation or entirely disorganized... Abiotic 
effects reported by various observers occur as chro- 
matolysis of the ganglion layer and loss of chromatin 
in the nuclear layers. As would be expected, these 
changes occur more easily in aphakic eyes. 

Sun blindness is a purely thermal effect. It is 
associated with a reduction of visual acuity to 6/12 
or 6/60, a diffuse cloud before the eyes, a demon 
strable scotoma, and often metamorphopsia. The 
scotoma is central and sometimes absolute; it usually 
contracts over a period of weeks. Ophthalmoscopic 
examination reveals a red spot at the macula and 
sometimes oedema and hemorrhages. Rare compli- 
cations are obstruction of the central vessels, ham- 
orrhagic retinitis, retrobulbar neuritis, and optic 
atrophy. 

Any intense illumination may produce subjective 
symptoms, but acute retinal damage is rare. Arc 
lights have produced scotomata and contraction of 
the visual field as well as cedema, pallor of the disk, 
and macular changes. Flashes from short circuits 
and lightning flashes have had similar effects. 

SAMUEL A. Durr, M.D. 


Jameson, P. C.: The Surgical Treatment of Wounds 
of the Cornea with Prolapsed Iris. Arch. Ophth., 
1926, lv, 465. 


Jameson describes two surgical procedures for the 
treatment of wounds of the cornea with prolapse of 
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the iris. The first is the formation of a double 
triangular conjunctival flap which makes even pres- 
sure over the corneal wound and adjacent cornea, 
does not indent the wound margins, does not slip, 
does not sacrifice tissue, and does not bring sutures 
in contact with the cornea. A vertical incision is 
made through the conjunctiva from the top of the 
vertical meridian of the cornea to the fornix. Two 
other incisions are then made from its lower end in 
either direction along the limbus as far as necessary. 
The two flaps are dissected free, and the apex of one 
is fixed at the inferior extremity of its fellow by two 
or three sutures through the episcleral tissue. The 
apex of the other is then fixed on the opposite side 
in the same way to form a superficial supporting 
flap. The superficial flap pulls out in about three 
days and the base flap a few days later, both then 
returning to their original anatomical position. 

The second procedure described is the replace 
ment of the prolapsed iris. After sterilization of the 
iris with '4 to 1 per cent silver nitrate and irriga- 
tion, a counter incision is made some distance from 
the site of corneal injury. A fine blunt probe bent 
to a hook form is then introduced through this in- 
cision and hooked around the prolapse, and by trac- 
tion from within and external pressure with a 
spatula, the prolapse is replaced. The prolapse can 
often be replaced in this manner even after an inter- 
val of from three to five days. 


Samuget A. Durr, M.D. 


Davenport, R. C.: The After-Results of Corneo- 
Scleral Trephining for Glaucoma. Bri!. J. Ophth., 
1926, x, 478. 

Davenport reviews the records of 405 cases in 
which a trephine operation was performed in the 
period between 1919 and 1923. 

Of 154 patients whose vision was 6/6 to 6/12 
before the operation, 124 had the same vision at the 
last record. In twenty-three, vision was 6/18 to 
6/60, and in seven, less than 6/60. 

In ro4 cases in which vision was 6/18 to 6/60 
originally it was ultimately 6/6 to 6/12 in thirty 
one, 6/18 to 6/60 in fifty-seven, and less than 6/60 
in sixteen. 

In 147 in which vision was 6/60 before the opera 
tion it was ultimately 6/6 to 6/12 in twenty, 6/18 
to 6/60 in twenty-six, and less than 6/60 in tor. 

Vitreous was lost in seven cases, in three of which 
enucleation was done. Loss of the disk in the eye 
was reported three times, but occurred oftener; it 
never produced any ill effects. 

Eight patients over 60 years of age had intra- 
ocular hemorrhages with variable reduction of 
vision. 

Iris prolapse occurred in two cases in which no 
iridectomy was done. In one of these, a late infec 
tion developed. Choroidal detachment was noted 
in ten cases but always subsided rapidly. 

Quiet iritis seems to occur in practically all cases, 
especially if atropin is not used, but usually it has 
little or no effect on vision. Acute infection followed 
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the operation in two cases, and in one of these 
enucleation was done. There were fourteen cases of 
late infection occurring after from two months to 
seven years. Two eyes were eviscerated and six had 
vision of 6/12 to 6/18 when the infection subsided. 

In a few cases other operations were necessitated 
by increasing tension. The results are less favorable 
in old patients than in younger ones. 

Cataract is not caused by trephining. In four 
cases in which cataract extraction was done after 
trephining the visual results were poor. 

SAMUEL A. Durr, M.D. 


Licské, A.: The Removal of Cataract with the 
Capsule. Brit. J. Ophth., 1926, x, 485. 


In using a capsule forceps in the usual extra 
capsular extraction the author noted that sometimes 
the capsule was not torn but the lens was dislocated. 
This was due to the use of a dull capsule forceps. 
Accordingly, Licsk6 had a Shulek forceps made with 
blunt teeth. In his operation the usual preparation 
is given and the eye is fixed by a suture through 
the superior rectus. The incision is made longer 
than one-third of the cornea, and a large conjunctival 
flap is formed and folded over the cornea. An iri 
dectomy is then performed, the lens capsule is seized 
with the dull forceps, slightly above the equator, 
and lateral movements are made to rupture the 
zonule and draw the lens into the wound. At the 
same time sufficient pressure is exerted from below 
upward with a Shulek annular expressor to allow 
the operator to “feel the elasticity of the vitreous.” 
After the removal of the lens, the usual toilet of the 
eye is completed. Both eyes are kept bandaged for 
one day and the eye operated upon is bandaged for 
five days. 

Licsk6é has performed 204 operations of this type. 
A successful result was obtained at first in 30 per 
cent and later in 50 per cent. In the others, the 
ordinary capsulotomy operation was carried out be- 
cause the loss of vitreous was feared after the new 
technique had been tried. Vitreous was lost in only 
one case, and in this instance the loss occurred while 
the section was being made in a complicated cata- 
ract. ‘wo other patients squeezed vitreous out after 
the operation, and one of these developed the only 
postoperative infection in the series. 

In forty-eight of sixty-one cases ultimate vision 
was 5/5 to 5/10; in six, 5/15 to 5/30; and in three, 
5/30 to 5/70. In two cases of high myopia and two 
of complicated cataract, vision was less than 5/70. 

SAMUEL A. Durr, M.D. 


EAR 


Drury, D. W.: Progressive Deafness: The Causa- 
tive Factors and Specific Diagnosis. Laryngo- 
scope, 1926, Xxxvi, 545. 

Rowe, A. W.: Progressive Deafness: The General 
Diagnosis of Certain Causative Factors. Laryn- 
goscope, 1926, XxXxvi, 551. 


Drury states that for a positive diagnosis of 
otosclerosis several independent examinations of the 
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patient should be made. He has noted the consist- 
ency of the anatomical findings with the clinical 
variations of the condition. In a large percentage 
of cases of otosclerosis endocrine dysfunction is a 
causative factor. Attention is called to the impor- 
tance of studying presclerotic cases in otosclerotic 
families. 

Rowe emphasizes the necessity for a correct di- 
agnosis in the treatment of otosclerosis. The causa- 
tive factors should be carefully considered. Of im- 
portance among these are the endocrine glands. 
Interference with the function of the endocrine 
glands leads to constitutional disturbances which in 
turn interfere with the hearing apparatus, causing 
both functional and organic impairment. 

James C. Brasweit, M.D. 


Maduro, R.: Three Cases of Septicemia of Otic 
Origin Cured by the Transfusion of Blood 
(Trois cas de septicémie d'origine otique guéris par 
transfusion de sang). Arch. internal. de laryngol., 
1926, xxxti, 782. 

Of the author’s three cases of septicaemia of otic 
origin which were cured by the transfusion of cit- 
rated blood the first was the case of an infant of 
4 years who developed otitis media after a tonsil- 
lectomy. Following incision of the drum the tem- 
perature became lower, but several days later it rose 
again and its rise was accompanied by severe chills. 
At a second operation a thrombosed sinus was 
opened and packed. The blood culture made the 
next day was positive for streptococci. As there 
was no improvement despite expectant treatment, 
a third operation was done. The sinus was then 
found full of pus. As there was still no improvement 
after this operation, a transfusion of 130 c.cm. of 
citrated blood was given. The following day slight 
improvement was noted, the wound looked better, 
and the child appeared brighter. By the end of four 
days the temperature began to fall. Ten days later 
the child was discharged from the hospital with a 
small retro-auricular fistula. 

The two other cases were essentially the same 
In the second case an otitis media did not respond 
to puncture and an exploratory mastoid operation 
showed slight involvement of the cells but no signs 
of sinus trouble. Following this operation there was 
some improvement for a few days, but the symp 
toms then returned with marked signs of meningeal 
involvement and two blood cultures were positive 
for streptococci. Another operation, performed to 
explore the cerebellar fossa, revealed a small area 
of osteomyelitis in the mastoid cells (streptococcus) 
and some hyperemia of the membranes. As there 
was still no change in the symptoms six days after 
the second operation, a transfusion of 100 c.cm. of 
blood was given. At this time the red cell count 
was found to be 2,380,000. On the following day 
the temperature was lower and the red cell count 
had risen to 3,900,000. The patient’s condition 
steadily improved. A blood culture made six days 
after the transfusion was negative, and except for 
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a high fever at the time of the production of a fixa- 
tion abscess, the improvement was steady. The 
patient was discharged six weeks after the trans- 
fusion. 

Case 3 was a case of mastoiditis with a positive 
blood culture several days after operation. At a 
second operation, pus was found in the sinus. After 
the second operation there was still no improvement 
and a blood count showed 3,510,000 erythrocytes 
and 18,820 leucocytes. A transfusion of 50 c.cm. of 
citrated blood was then given. This caused slight 
improvement in the blood picture; a blood culture 
taken four days after transfusion was positive, but 
another taken five days later was negative. After 
slow but steady improvement the patient was al- 
lowed to go home. Three days later he returned to 
the hospital because of a chill and was found to 
have a bronchopneumonia with a severe anamia, the 
red cell count being 2,640,000 and the white cell 
count between 30,000 and 40,000. Twelve days 
after his second admission to the hospital he had an- 
other chill. A transfusion of 85 c.cm. of blood was 
then given. This was followed by slowimprovement, 
and the patient was sent home eighteen days later. 

The author concludes that the transfused blood 
not only furnishes antibodies of value in combating 
the infection, but stimulates the tissues to more 
rapid recovery and the production of antibodies. 

Micuaet L. Mason, M.D. 


NOSE AND SINUSES 


Proetz, A. W.: Displacement Irrigation of the Nasal 
Sinuses: A New Procedure in Diagnosis and 
Conservative Treatment. Arch. Otolaryngol., 
1920, iv, 1. 

The author describes a method of introducing 
fluids into the posterior series of accessory nasal 
sinuses without trauma which may be used for 
treatment or diagnosis. 

The patient is placed in the supine position with 
his head projecting beyond the top of the chair and 
with the occipito-atloid joint extended until the tip 
of the chin and the external auditory meati are in 
the same vertical plane. A V-shaped pocket is thus 
formed at the juncture of the face of the sphenoid 
with the cribriform plate of the ethmoid. 

Fluid which is then allowed to flow into the nos- 
trils from a syringe comes to rest in this pocket, 
submerging the ostia of the posterior sinuses. Gentle 
suction (not over 3 lbs.) is applied intermittently to 
one nostril, the other being closed and the palate 
and tongue being held in the ““K” position. The 
suction is repeated until the sinus is full (about a 
dozen times), when the patient is returned to the 
erect position and the fluid left in the sinus for an 
indefinite period ranging from eight hours to several 
days. 

In some cases it may be necessary to shrink the 
membrane with a mild astringent fluid before insti- 
tuting the treatment. There is no danger that the 
fluid will enter the eustachian tubes. 


In all cases treated by the author, physiological 
sodium chloride solution was used, the object being 
merely to dilute the retained secretion and clear the 
ostia. In every instance improvement resulted. The 
treatment was repeated at intervals ranging from 
three to eight days. 

In the use of the described procedure for diagnosis 
the sinuses are filled with iodized oil and stereoscopic 
roentgenograms then made. Thickened or polypoid 
membrane may be recognized from the filling defect. 

MAnrorpd R. WALtTz, M.D. 


MOUTH 


Fish, E. W.: The Circulation of Lymph in the 
Dentinal Tubules, with Some Observations on 
the Metabolism of the Dentine. Proc. Roy. Soc. 
Med., Lond., 1926, xix, Sect. Odontol., 59. 


In experiments on living teeth the author exposed 
the pulp and injected India ink and ferrous ammo- 
nium citrate into the pulp chamber and then exam- 
ined the teeth from one to twenty-four hours later 
to determine how far the ink granules or citrate 
solution had penetrated. 

The findings indicated that the tubules may be 
regarded as lymph channels in which, by the circu- 
lation of the lymph, nutrient materials, oxygen, and 
immune bodies are transported to the living dentine 
and the products of its catabolism are carried away. 
It appears that the fibrils of the ondontoblasts which 
lie in these channels exert a controlling influence 
upon the metabolic processes in the dentine. 

It was demonstrated also that the lymph pene- 
trates all of the tubules of the dentine up to the 
cement margin and that in a zone at the periphery 
of the dentine corresponding to the area in which 
the terminal branches of the tubules occur there is 
a marked accumulation of lymph. 

The movement of the tubules is evidently main- 
tained by the contractile Rouget cells located on the 
capillary walls, described by Wellings, which, by 
alternate contraction and expansion, cause a pump- 
ing motion in the vessels, thus producing an ebb and 
flow. The lymph escapes through lymph channels 
through the dentine at its apical portion. 

In chemical examinations of various teeth, the 
author found that in newly erupted teeth the den- 
tine is not fully calcified and that for a few years 
after the complete formation of the teeth calcium 
is constantly being carried to the dentine. Sym- 
metrical teeth have an almost identical calcium con- 
tent. In carious teeth, the calcium content does not 
seem to be low, and in the later months of pregnancy 
the calcium content does not deviate from the 
normal. In different teeth there may be a variation 
of 20 per cent in the normal calcium salts. 

In cats, partial parathyroidectomy appears to 
cause a withdrawal of calcium salts from the den- 
tine. In the cases of dogs, a calcium-deficient diet 
seemed partially to arrest the normal increase in 
the calcium content of the dentine. In the case of 
one young pregnant bitch a calcium-deficient diet 











SURGERY OF THE 


appeared partially to arrest the normal increase in 

the calcium content and in another to cause the 

withdrawal of calcium salts from the dentine. 
MANFORD R. Wattz, M.D. 


NECK 


Eckstein: The Respiratory and Iodine Metabolism 
in the Goiter of Puberty (Ueber den Gas- und 
Jodstoffwechsel der Pubertaetsstruma). Monatsschr. 
f. Kinderheilk., 1926, xxxi, 242. 

The author studied the respiratory metabolism in 
children with the goiter of puberty by experiments 
of short duration performed according to the Knip- 
ping-Benedict method. He concludes that the goiter 
of puberty is not due to a dysfunction. This con- 
clusion has been substantiated by the investigations 
of Sudek and Kestner. 

The administration of iodine in the form of dijodil 
caused no demonstrable influence on the respiratory 
metabolism. From the prophylactic administration 
of iodine in the goiter of puberty, the author has 
become convinced, as he reported elsewhere with 
Feldmann, that iodine has a catalytic action and is 
effective in very small amounts. He states, however, 
that only time will tell whether the development of 
goiter in later life can be prevented by this treat- 
ment. Grass (Z). 


Clute, H. M., and Mason, R. L.: Medical Manage- 
ment of Patients Before Operation for Hyper- 
thyroidism. Surg. Clin. N. Am., 1926, vi, 583. 

Cattell, R. B.: The Effect of Iodine on the Pathol- 
ogy of Exophthalmic Goiter. Surg. Clin. N. Am., 
1926, vi, 597- 

Lahey, F. H.: The Management of Toxic Goiter. 
Surg. Clin. N. Am., 1926, vi, 605. 

CLuTE and Mason stress the importance of rest. 
a high calorie diet, the relief of dehydration, digi- 
talization in cases with auricular fibrillation, and the 
use of iodine in the medical management of exoph- 
thalmic goiter before operation. While diabetes is 
not a common complication of hyperthyroidism, the 
rather frequent occurrence of glycosuria renders an 
accurate decision as to its presence or absence of 
extreme importance. 

Of 700 patients operated upon for thyroid disease 
in the Lahey Clinic in 1925, seventeen had glyco- 
suria of sufficient degree to be classified. Of these, 
thirteen had true diabetes, three were potentially 
diabetic, and’ one had renal glycosuria. Since the 
operation, three have discontinued taking insulin 
and two have been able to reduce the dose. In none 
has there been a progressively downward tendency 
since the operation; the majority have shown a 
greater increase in tolerance than the average 
diabetic. 

The authors quote Joslin as stating that the 
prognosis of thyroid disease complicated by diabetes 
must be guarded. Every patient with thyroid dis 
ease and glycosuria should be considered a potential 
diabetic for life, even though the symptoms are 
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alleviated by partial removal of the gland. In the 
cases of diabetics who have been prepared with 
insulin and a proper diet, the risk of operation is 
not markedly increased unless the patient has re- 
cently been in coma. When coma has occurred 
shortly before the operation, the patient’s ability to 
withstand surgery has been materially decreased. 

CATTELL says that before the use of iodine in toxic 
goiter the condition was associated with a fairly 
constant pathological picture. The gland was vas- 
cular and reddish brown and had a meat-like surface 
with fine lobulations and a very granular appear- 
ance. The epithelium was of the columnar type and 
piled up in papillary projections. The colloid was 
greatly diminished or absent, and when present was 
unevenly distributed. The iodine content was low. 
In from 90 to 95 per cent of the patients who are 
given iodine this picture is changed in the direction 
of involution. The degree of involution depends 
upon the amount of iodine given and the length of 
time it is given as well as upon certain individual 
variations. The amount of iodine steadily increases 
up to saturation. Iodine enables the gland to ap- 
proach a more normal appearance and function, but 
the manner in which it brings this about is not 
known. That the iodine is responsible for the histo- 
logical changes seems certain since the natural clini- 
cal remissions are too rare to account for them and 
rest and recreation have little effect on the patho- 
logical picture. 

The changes in the gland explain the clinical im- 
provement noted in approximately 90 per cent of 
the cases treated. It has been generally observed 
that the maximum clinical effect occurs after from 
eight to fourteen days, while the maximum effect in 
the gland occurs much later. In cases in which the 
gland shows involution and a high iodine content 
and the clinical condition remains unfavorable, some 
extra-thyroid phase of the disease is suggested. In 
certain other cases early improvement occurs under 
continued iodine therapy, but later the high basal 
metabolic rate and severe symptoms return. Cattell 
has seen an involuted gland return to a hyperplastic 
state under favorable circumstances. ‘This indicates 
that iodine treatment does not cure exophthalmic 
goiter, its effect being incomplete or temporary, but 
it is of unquestionable value as a pre-operative 
measure. 

Lanty states that so much has been written and 
said regarding the elimination of multiple-stage op 
erative procedures by the use of iodine in hyper- 
thyroidism that the value of the divided operation 
tends to be under-estimated. One or two added 
steps leave the surgeon only with the possible regret 
of 6ver-cautiousness, and this is not to be compared 
with the regret attending the lack of cautiousness 
in operations upon patients with an intensely toxic 
thyroid condition. In Lahey’s Clinic the mortality 
of the conservative plan of treatment has been found 
low as compared with that of the more daring plan. 

The patient should be seen by the surgeon before 
iodine treatment is begun in order that he may be 
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able to determine the degree of toxicity and the 
benefit to be derived from iodine. ‘This is extremely 


important. Lahey has seen many patients with se 

vere hyperthyroidism who, under iodine treatment 

and rest, were rendered apparently good operative 
risks, but had a serious postoperative reaction. He 
therefore urges that complete operations be under 

taken upon patients with toxic goiter only after a 

consideration of their state previous to the adminis- 

tration of iodine and that the operation be limited 

if there is the slightest doubt as to their ability to 

withstand a more radical procedure. 
STANLEY J. Stecer, M.D 

Mellanby, E., McNee, J. W., Monod, G., Fraser, F. 
R., and Ryle, J. A.: Discussion on the Treat- 
ment of Exophthalmic Goiter. Proc. Roy. Soc. 
Med., Lond., 1926, xix, Sects. Surg., Med., Electro 
therap., and Therap., ror. 

Fraser, F. R., Dunhill, T. P., Salmond, R. W. A., 
Cheatle, Sir L., and Others: Discussion on the 
Treatment of Exophthalmic Goiter. Proc. Roy. 
Soc. Med., Lond., 1926, xix, Sects. Surg., Med., 
Electrotherap., and Therap., 107. 

Hoskin, J., Norbury, L., Brown, W. L., McNee, J. 
W., and Others: Discussion on the Treatment 
of Exophthalmic Goiter. Proc. Roy. Soc. Med., 
Lond., 1926, xix, Sects. Surg., Med., Mlectrotherap., 
and Therap., 125. 

MELLANBY spoke of the recent introduction of 
iodine in the treatment of exophthalmic goiter. He 
emphasized that iodine may produce an exacerba 
tion in cases with a large hard gland and when it 
is stopped during the early months. He has treated 
cases medically with success. 

McNEE discussed the use of iodine with special 
reference to its value in severe thyrotoxic crises. 


FRASER called attention to the necessity for varia- 
tion in the dosage of iodine. In cases in which the 
gland is hard, knobby, or fibrotic and those of sec- 
ondary Graves’ disease smaller doses of the tincture 
down to 2 minims a day should be given. 

Ry tr discussed medical treatment without iodine. 

FRASER Classified all cases into primary and second- 
ary Graves’ disease and described the natural course 
of the condition. The treatment should consist in 
rest, the elimination of sepsis, the administration 
of iodine, and a liberal diet. Fraser believes that 
many cases can be cured without operation, but that 
if satisfactory improvement does not occur in six 
months, operation should be considered. He em- 
phasized the importance of operation in secondary 
Graves’ disease, and the necessity for, and beneficial 
effect of, operation in cases with cardiac involve- 
ment. 

Dunuitt divided cases for operation into five 
classes as follows: 

1. Those in the first six months of the disease. 
Operation is not required. 

2. ‘Those past the first six months. Operation is 
indicated. Dunhill disagrees with Barker’s state- 
ment that all patients get well in two or three years, 
whatever the treatment. 

3. Cases with cardiac failure and auricular fibril- 
lation. Operation is indicated. 

4. Atypical cases. Operation is not advisable. 

5. Cases of toxic adenoma. Operation is indi- 
cated. Dunhill recommends a two-stage operation. 

SALMOND stated that in a majority of mild acute 
cases of exophthalmic goiter X-ray treatment causes 
marked improvement. 

Hoskin described the electrocardiogram of the 
thyroid heart. Pau Starr, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 


NERVES 
Dandy, W. E.: Pneumocephalus (Intracranial 
Pneumatocele or Aerocele). Arch. Surg., 1926, 


xii, 949. 

Intracranial aerogenous tumors have been diag- 
nosed during life only by means of the X-ray. The 
author has collected twenty-eight cases of intra- 
cranial pneumatoceles, including three of his own. 

The opening into the cranial chamber may be due 
to a fracture, an operation, the erosion of a chronic 
infection, or destruction of the floor of the skull by 
a tumor or dilated third ventricle in hydrocephalus. 
Intracranial pneumatocele may result also from in- 
fections caused by gas-producing organisms. Sneez- 
ing, coughing, straining, or swallowing is necessary 
to force the air through a bony and dural defect 
into the cranial chamber. According to their loca- 
tion, four varieties of pneumatocele may be recog- 
nized, the subarachnoid, the subdural, the intra- 
cerebral, and the intraventricular. 

The intracerebral variety appears to be the most 
common. According to the usual sequence of events, 
the dura is torn and the frontal cortex injured by a 
fracture of the frontal sinus. Adhesions are then 
formed between the dura and the brain, and later, 
when the patient sneezes or coughs, air is forced 
through a final canal in the cortex and expands in 
the softer white matter. It is not necessary to sup- 
pose that the opening is closed by a valve action; 
a canal may permit the passage of aqueous fluids 
while not permitting the passage of air. The brain 
tissue is damaged by the trauma and by the air. 

‘The symptoms are mainly those of increased intra- 
cranial pressure. Frequently they develop weeks or 
even months after a trivial injury of the head. In 
the differential diagnosis, subdural hematoma, brain 
abscess, and meningitis must be considered. In 
pneumatocele there is usually a discharge of cerebro- 
spinal fluid. Sneezing is a frequent sign, and when 
followed by rhinorrhoea, the diagnosis is almost 
certain. 

When the discovery of the condition is left to 
chance, the mortality is about 40 per cent, death 
resulting from infection on pressure. The author 
suggests covering the dural tear with fascia lata 
sutured in place. Tracy J. Putnam, M.D. 


Ninger, F.: Late Results of the Surgical Treatment 
of Cerebral Abscesses and Otogenic Meningitis 
(Resultats ¢loignes du traitment chirurgical des 
abces cerebraux et de meningites otogenes). Arch. 
internat. de laryngol., 1926, xxxii, 668. 


Attention is called to the necessity of waiting a 
sufficiently long time before pronouncing cases of 
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cerebral abscess and meningitis completely cured 
Mental changes are particularly likely to be over- 
looked. The author reports six cases. 

The first was that of a 13-year-old boy who de- 
veloped a large abscess of the right temporal lobe 
during the course of a chronic bilateral otitis media. 
When he was first seen, the patient was unconscious, 
his pulse was 60 and his temperature 38.6 degrees C. 
The neck was rigid and there was a left spastic 
hemiplegia with a right optic neuritis. 

Upon incision of the dura over the temporal lobe, 
about 35 c.cm. of thick foetid pus escaped. The 
temperature became normal on the third day after 
the operation and movements of the extremities 
gradually returned. The patient was discharged 
apparently well after two months. 

The findings of a neurological examination eight 
months after the operation were essentially negative 
except for a right optic atrophy with almost com- 
plete loss of vision in the right eye. 

In the second case reported, hemiplegia on the 
left side suddenly developed two weeks after the 
onset of acute otitis media on the right side. No 
alteration of the dura was found at operation, and 
during the succeeding months the hemiplegia showed 
only slight improvement. ‘There were no vascular 
findings to account for the hemiplegia. 

In the third case, chronic otitis media on the right 
side was followed by a temporal abscess on that side 
and a purulent meningitis with pus cells and dip- 
lococci in the spinal fluid. Evacuation and drainage 
of the abscess was followed by prompt improvement, 
and the patient was discharged three months later. 
Some mental sluggishness has persisted during the 
seven months since the operation, but is gradually 
clearing up. 

Three cases of early meningeal involvement sec- 
ondary to otitis media with evidences of laby- 
rinthine involvement are also reported. ‘The treat- 
ment consisted in evacuation of the primary focus, 
labyrinthectomy, and lumbar punctures. Recovery 
resulted in all, but in one a mild manic type of men 
tal disturbance was present three months after the 
operation. LAWRENCE JACcQues, M.D. 


Hirsch, O.: A Clinical Study of Tumors of the 
Hypophysis Based upon 100 Cases Operated 
upon by the Author by His Endonasal Method 
(Contribution 4 la clinique des tumeurs hypophy- 
saires basée sur too cas opérés par l’auteur d’apres 
sa propre méthode endonasale). Presse méd., Par., 
1926, xxxiv, 578. 

Hirsch discusses particularly the ocular form of 
tumor of the hypophysis because not much atten- 
tion has been paid to it in the description of the 
classical forms of hypophyseal tumors. The ocular 
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form is associated with disturbances of vision and 
striking changes in the general condition, including 
disturbances of genital function, impotence or the 
menopause, loss of beard and hair, disturbance of 
sweat secretion, somnolence, indifference, and a low 
temperature. The hands, feet, and face are normal 
and there is no obesity. 

The eye symptoms consist in loss of keenness of 
vision and retraction of the visual field. The latter 
often occurs in the form of bitemporal hemianopsia. 
This is almost pathognomonic of tumor of the 
hypophysis, but the author saw it once in a case of 
hydrocephalus. Hirsch has found bitemporal hem- 
ianopsia in 84 .per cent of his cases. The rest 
presented either central scotoma, homonymous 
hemianopsia, nasal hemianopsia of one eye, or un- 
characteristic changes in the visual field. Primary 
atrophy of the optic nerves is as characteristic of, 
and as frequently associated with, tumor of the 
hypophysis as temporal hemianopsia (89 per cent 
of the cases). Hirsch finds that congestion of the 
disk and optic neuritis are more apt to indicate the 
absence than the presence of a tumor of the hy- 
pophysis. 

Tumors of the hypophysis cause primary atrophy 
of the optic nerve because they produce strangula- 
tion of the nerve by the circle of Willis. The chiasm 
is not situated directly in front of the pituitary 
fossa in the chiasmatic groove, but is more than a 
centimeter above and back of the latter. If the 
tumor enlarges only toward the sphenoid sinus and 
not toward the base of the brain there are no dis- 
turbances ef vision, but if it enlarges toward the 
base of the brain it will touch the optic chiasm and 
press it against the arterial circle above it and its 
progressive growth will be evidenced by progressive 
disturbances of vision. 

There are two forms of acromegaly, the benign 
or classical form and the malignant form. The be- 
nign form is never accompanied by visual disturb- 
ances, while the malignant form always produces 
such disturbances after a time. In bepign acro- 
megaly, tissues derived from the ectoderm are par- 
ticularly affected. There is often intense headache. 
The tumors are benign adenomata made up chiefly 
of eosinophile cells. Malignant tumors are not malig- 
nant histologically, but are malignant clinically be- 
cause they grow progressively and their symptoms 
increase. Their growth is expansive and only rarely 
infiltrating. This form, unlike the benign form, is 
characterized by visual disturbances and is fre- 
quently accompanied also by obesity. 

Auprey G. Morcan, M.D. 


Krause, F.: Noteworthy Observations in the Field 
of Brain and Spinal Cord Surgery (Bemerkens- 
werte Beobachtungen aus dem Gebiete der Hirn- 
und Rueckenmarkschirurgie). Beitr. 2. klin. Chir., 
1926, CXXXVi, 330. 

The author reports two cases of brain tumor 
which were operated upon with good results. In 

both, the tumor was a fibrosarcoma the size of a 
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small apple and situated in the upper portion of the 
left central convolution. Because of adhesions to 
the longitudinal sinus, resection and suture of the 
latter for a distance of 50 mm. was necessary. 

One of the patients, a 61-year-old man, had had 
for two and a half years a twitching of the right 
shoulder which occasionally extended to the right 
foot and the muscles of the right side of the abdomen. 
A few weeks before the operation the right leg and 
arm had become weak, and at the time of the pa- 
tient’s admission to the hospital the leg was paretic 
although it-could still be used in walking. Brain 
pressure and papilloedema were not demonstrable. 

After the extirpation of the tumor, which was 
done under local anesthesia, there was paralysis of 
the right leg and arm with preservation of the re- 
flexes. Movements of the fingers began after one 
week and movements of the arm after seven weeks, 
and then slowly improved. Although the operation 
was confined to the leg center, active innervation in 
certain muscle groups of the leg became apparent 
only after four weeks. However, they then im- 
proved so rapidly that after five and a half weeks 
tests of standing and walking were possible. The 
paresis was spastic with marked increase in the 
reflexes 

In the second case, that of a 43-year-old patient, 
a twitching of the right arm and leg and severe 
paroxysmal attacks of headache began five years 
previously. Ultimately abducens paresis and papil- 
loedema developed. 

During an osteoplastic trephination under local 
anesthesia, severe collapse occurred when an at- 
tempt was made to expose the longitudinal sinus 
for the necessary resection. The operation was 
therefore not completed. ‘The removal of the tumor 
with resection of the sinus was done five weeks 
later. 

Even after the first operation the right arm was 
completely paralyzed and the right leg was paretic 
although, in this case also, the operation was re- 
stricted to the leg center. After the second opera- 
tion the paresis of the leg became more severe. Four 
weeks later the leg was able to bear the body weight 
but the arm remained completely paralyzed. 

Krause discusses the value of myelography in the 
segment diagnosis. He is not convinced that the 
injection of iodipin into the dural sac is entirely 
harmless. In one case he observed signs of severe 
irritation in the region of the lumbar and sacral 
roots after the injection of 3 c.cm., and at laminec 
tomy performed four weeks later because of a sus- 
pected tumor intense reddening and marked injec- 
tion of the vessels were found. Attention is called 
also to the fact that the iodipin clouds the cerebro- 
spinal fluid to such an extent that it obscures the 
operative field. Meningeal irritation has been re- 
ported following the injection of lipiodol, but this 
preparation is less irritating. In many cases the 
procedure is superfluous. 

As the result of progress in neurology, a very good 
method of determining the level of the disturbance 
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of spinal cord conduction has been devised. By 
lumbar injection followed by elevation of the pelvis 
according to the Trendelenburg method eight days 
after the atlanto-occipital injection, Moniz was able 
to demonstrate the lower border of the compression 
myelographically. This is a decided advance in 
diagnosis. 

Myelography is of great importance when, because 
of varying symptoms in the region of the upper 
limits, neurological methods alone are not sufficient, 
as in stasis of the cerebrospinal fluid above a con- 
stricting process in the spinal canal such as occurs 
in chronic meningitis serosa. It is of aid also in the 
region of the cauda equina since, because of the long 
intravertebral course of the roots, it may be very 
difficult to determine which vertebral arches should 
be removed. JANSSEN (Z). 


Dogliotti, A. M.: Phenomena Observed in the Brain 
After Homotransplantation of Fixed Brain 
Substance (Sui fatti che si osservano nel cervello 
in seguito all’omo-innesto di cervello fissato). Arch. 
ital. di chir., 1926, xv, 173. 

Dogliotti implanted into the brains of dogs and 
guinea pigs cubes of homoplastic brain substance 
hardened in alcohol and left in sterile physiological 
salt solution for an hour before the implantation. 
He opened the skull and dura mater and excised a 
piece of brain tissue corresponding in size to the 
cube to be implanted. In some cases he replaced 
the flap of dura mater over the implanted tissue 
and closed the external wound, but in others he 
removed the flap of dura mater entirely and substi- 
tuted for it a piece of hardened fascia lata or dura 
mater. 

Examinations of the transplants and the tissue 
covering them were made up to as long as six 
months after the operations. The implant caused 
a slow defense reaction and was slowly destroyed 
by peripheral corrosion. A capsule of collagenous 
tissue formed around the implant which was only 
very slowly destroyed by phagocytosis. After four 
months the implants were reduced to about a third 
of their original volume, surrounded by the collage- 
nous fibrous capsule of meningeal origin, and inti- 
mately adherent to the dura. Even after six months 
the central part remained unchanged. At the pe- 
riphery of the implant there was an invasion of large 
cells which evidently acted as phagocytes. These 
were large granulo-adipose cells resembling those 
found in reparative processes in injuries of the brain. 
The author believes they were of mesenchymal 
origin, derived from multiplication of histocytes 
(Marchand’s adventitial cells). 

In Dogliotti’s opinion, hardened fascia lata, or 
better still, hardened dura mater has advantages 
over fresh tissue since the former are easier to ob- 
tain and can always be kept ready, and their use 
is less apt to cause adhesions. In the experiments 
in which Dogliotti used fascia lata or dura mater 
fixed in alcohol there were only slight adhesions 
where this foreign tissue joined the dura mater. 
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When the implant is completely buried in brain 
tissue the meninges no longer take part in its de- 
struction; the reactive cells are produced by the 
neuroglia. The large cortical cells do not take part 
in the process of repair, and there is degeneration 
of the nerve cells immediately around the graft. The 
nerve fibers may come up to the reactive focus but 
do not penetrate it. They never come up to the 
implant itself, but remain separated from it by the 
neuroglia cells, the connective tissue, and the mass 
of granulo-adipose cells which surround the implant. 
The destruction of the graft is brought about en- 
tirely from the periphery; the graft is never pene- 
trated by the phagocytie cells. 

Aubrey G. Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Peet, M. M.: The Control of Intractable Pain in the 
Lumbar Region, Pelvis, and Lower Extremities 
by Section of the Antero-Lateral Columns of 
the Spinal Cord (Chordotomy). Arch. Surg., 1926, 
xili, 153. 

The author gives a brief historical sketch of 
chordotomy and discusses intractable pain in the 
lower part of the body and the legs. He abstracts 
nineteen cases from the literature and reports in 
some detail nineteen cases of his own with the find- 
ings of the neurological examinations and sensory 
charts. 

Mention is made of the fact that an arbitrary 
depth of section may not prove satisfactory in all 
cases as all cords are not of exactly the same size 
and a difference of o.5 mm. in the depth of the 
section may leave intact some of the fibers which 
should be severed. In some cases the loss of the 
pain and temperature sensations may not correspond 
to the level of the segment incised but may bear a 
closer relation to the depth of the incision; that is, 
the level will more nearly approach the distribution 
of the incised segment as the section is carried 
deeper. This is true especially as regards the ante- 
rior portion of the anterolateral tract. 

In one case a bilateral section was made at the 
eighth dorsal segment with loss of pain and tem- 
perature sense below the eleventh dorsal segment on 
the left and only diminished pain on the right. ‘This 
incision was 2.5 mm. deep on the right and slightly 
less on the left. In another case two bilateral 
chordotomies performed to a depth of 3 mm. at the 
sixth and third dorsal segments resulted only in 
analgesia of the region of the sciatic distribution in 
the lower part of the legs. A third chordotomy done 
at a lower level but 0.5 mm. deeper produced higher 
analgesia and thermanesthesia. The highest levels 
were obtained when the incision extended directly 
forward through the anterior root. Some cases 
showed temporary motor weakness or retention of 
urine. The cutaneous and deep reflexes were modi- 
fied only occasionally and then perhaps as the re- 
sult of trauma to the adjoining fiber tracts caused 
by carrying the incision too wide or by manipula- 
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tion. ‘The sensations of touch, motion and position, 
vibration, and localization were preserved. 

In the cases reported in the literature the primary 
conditions which eventually brought the patient to 
operation for the relief of pain were: malignant dis- 
ease of the spine in three; gunshot injury of the 
spine in three; tabes dorsalis in three; myelitis in 
two; carcinoma of the rectum in two; carcinoma of 
the cwcum in one; carcinoma of the uterus in one; 
carcinoma of the breast in one; sarcoma of the thigh 
in one; shell wound of the sciatic nerve in the pelvis 
in one; and pain in the vagina and rectum of un- 
known origin in one. The relief was satisfactory in 
fourteen and partial in five cases. Judging from the 
records, ‘‘satisfactory relief’ is not always complete 
absence of pain, but complete absence of pain was 
obtained in most of the cases in which the result 
was recorded as “‘satisfactory.”’ 

In the author’s series the primary conditions were 
carcinoma of the uterus or cervix, in nine; carcinoma 
of the breast in two; sarcoma of the leg in two; 
carcinoma of the prostate in one; carcinoma of the 
lung in one; retroperitoneal malignancy in one; pain 
in the legs associated with spastic contractions in 
one; pain in the legs of unknown origin, in one; and 
avulsion of the lumbosacral plexus in one. In five 
of the cases of malignancy there were metastases in 
the vertebra. ‘The final results were complete relief 
from the pain in sixteen, partial relief in two, and 
complete but apparently temporary relief in one. 

The technique of the operation is described. The 
chordotomy should extend to a depth of 3 mm. im- 
mediately in front of the dentate ligament and pass 
directly forward through the exit of fibers of an 
anterior root. 

In the thirty-eight cases reviewed the results were 
in the main satisfactory. The author believes that 
chordotomy with section of the anterolateral col- 
umns is the best means at our disposal to relieve 
intractable pains in the lower half of the body. 

G. C. Anperson, M.D. 


SYMPATHETIC NERVES 


Adrian, E. D., Smith, G. E., Bramwell, E., Bankart, 
A. S. B., and Others: The Sympathetic Inner- 
vation of Striated Muscle. Proc. Roy. Soc. Med., 
Lond., 1926, xix, Sect. Neurol., 15. 

This is a symposium on the anatomical and 
physiological basis of Hunter’s theory and the re- 
sults of Royle’s sympathectomy for spastic pa- 
ralysis. The discussion of the finer points of the 
anatomy and physiology of the sympathetic nerve 
supply of striated muscle is too technical and de- 
tailed to be summarized in abstract form. Sympa- 
thetic endings in muscle can be demonstrated histo- 
logically, but the results of sympathectomy differ 
in different animals. 

Fourteen cases in which Royle’s operation was 
performed were reported by Bankart, Jefferson, and 
Beattie. In Beattie’s case, that of a 7-year-old child 
with spastic paraplegia who had never walked, the 


troublesome clonus was relieved and walking became 
possible. In all of the other cases reported there 
was no definite improvement, although some supple- 
ness to passive movement was usually noted and 
there was vasodilatation with increased warmth in the 
affected limb. Tracy J. Putnam, M.D. 


Bazy, L., and Lataix, G.: Causalgia Originating in 
an Amputation Stump of the Right Thigh; 
Section of the Lumbar Rami Communicantes 
of the Right Sympathetic Trunk (Causalgie 
prenant origine au niveau d’un moignon d’amputa- 
tion de la cuisse droite; section des rameaux com- 
municants lombaires du tronc sympathique droit). 
Bull. et mém. Soc. nat. de chir., 1926, hii, 152. 

This article is a very detailed report of a case 
of causalgia treated by ramisectomy performed ac- 
cording to the method advocated by Royle and 
Hunter. 

The patient was an acrobat who had a skull frac- 
ture and an open fracture of the right knee which 
necessitated amputation through the middle third 
of the thigh. A year later, three days after a fall 
on the side of the stump which appeared of no im- 
portance at the time, he began to suffer from general 
malaise and a sticking pain which radiated into 
Scarpa’s triangle and the gluteal region and was 
accompanied by trembling of the stump. ‘There 
was also a moderate elevation in the temperature. 

These attacks recurred regularly on an average of 
five times daily and assumed a character described 
as follows: 

1. Stabbing pain on the posterior surface of the 
end of the stump reaching its maximum intensity 
in about three minutes and subsiding after a total 
duration of five minutes. 

2. General depression rendering connected con- 
versation impossible and associated with formication 
in the right half of the head which occasionally 
spread to the arms but ceased the moment the 
stump began to tremble. The duration of this phase 
was five minutes. 

During the attacks the stump became cyanotic. 

In the physical examination only mydriasis of the 
right pupil was noted. Palpation of the stump pro- 
voked trembling but no pain. 

As these attacks rendered the patient’s life intol- 
erable, operation was undertaken. The lumbar rami 
communicantes were resected on the right side, the 
route of approach of Royle and Hunter being used. 
The patient made a practically uneventful recovery, 
and up to five weeks later there had been no return 
of the causalgia. The pupils became equal a few 
days after the operation. 


Arpert FF. Dr Groat, M.D. 


Davis, L., and Kanavel, A. B.: The Effect of Sym- 
pathectomy on Spastic Paralysis of the Extrem- 
ities. J. Am. M. Ass., 1926, 1xxxvi, 1890. 

This article is a summary of the authors’ experi 
ence with Royle’s operation of sympathectomy for 
spasticity and a review of the anatomical and 
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experimental work on which Hunter’s theory was 
based. From clinical and experimental study the 
following conclusions are reached: 

1. Histological evidence points to the dual in- 
nervation of skeletal muscle from the cerebrospinal 
and sympathetic nervous systems. 

2. Experimental removal of the sympathetic 
trunks in cats produces no effect on normal tone that 
can be observed or recorded. 

3. The onset and maintenance of decerebrate 
rigidity in cats is unchanged after the removal of the 
sympathetic innervation to an extremity. With the 
exception of Royle’s work on goats, the evidence in 
the literature is in agreement on this point. 

4. The problem of muscle tone is extremely com- 
plicated. One or several mechanisms may be re- 
sponsible for changes in muscle tone. At present 
there is no accurate clinical method for measuring 
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changes in muscle tone. Lengthening and shorten- 
ing reactions and “hung-up” reflexes alone are 
insufficient indications for operation. 

5. Kymographic tracings of tendon reflexes, far- 
adic stimulation, active and passive motions, and 
tremors before and after removal of the sympathetic 
nerve supply have shown no change in cases of 
paralysis agitans, postencephalitic Parkinson’s dis- 
“ase, system degenerations of the spinal cord such 
as lateral sclerosis, traumatic lesions of the spinal 
cord, cerebral hemiplegia, or Little’s disease. 

6. The sympathetic nervous system may have 
some function dealing with the metabolism of 
muscle, such that, under certain conditions, the 
contractility of a muscle may be changed by the 
removal of sympathetic impulses. Such a function 
would probably be chemical in nature. 

Tracy J. Purnam, M.D. 
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CHEST WALL AND BREAST 


Séneque and Lecene: ‘Two Cases of Cytosteatone- 
crosis of the Subcutaneous Cellular Tissue: 
Breast and Abdominal Wall (Deux cas de cyto- 
stéatonécrose du tissu cellulaire sous-cutané, sein et 
paroi abdominale). Bull. et mém. Soc. nat. de chir., 
1920, lii, 697. 


The first case reported in this article was that of 
a woman 44 years old who sustained a blow on the 
left breast and three months later consulted Sénéque 
because of a firm, freely movable, and slightly ten- 
der nodule which had persisted just beneath the skin 
at the site of the injury. 

At examination, the overlying skin was found to 
be slightly discolored. 

Cross section of the mass after its removal re- 
vealed many whitish and grayish points dissemi- 
nated in the fatty areolar tissue. On microscopic 
examination of frozen sections stained with Nile 
blue, the fat cells were found to be laden with fatty 
acids and soaps. 

In the second case a movable and slightly tender 
area of induration measuring about 3 by 4 cm. de- 
veloped spontaneously in the subcutaneous tissue 
of the left flank. In this case also saponification was 
found in the excised mass. 

LAWRENCE Jacques, M.D. 


Lenormant, C.: A Voluminous Sarcoma of the 
Breast; Cure of Three Years’ Duration (Volu- 
mineux sarcome du sein; guérison aprés trois ans). 
Bull, et mém. Soc. nat. de chir., 1920, lii, 166. 


A woman of 52 years had had a small nodule in 
a breast for about twenty years. ‘The nodule sud- 
denly began to grow 1apidly and in six months 
attained the size of a man’s head. ‘The patient’s 
general condition became poor, but there was no 
evidence of metastases nor was the tumor fixed to 
the chest wall. 

Simple excision into normal tissue, regarded as a 
purely palliative operation, was followed by a cure 
of three years’ duration. 

Microscopically the tumor was a_spindle-cell 
sarcoma. 

In the discussion of this case, ARRON, MONTCLAIR, 
and WIAkr reported cases of similar tumors with 
apparent recovery for periods of from two to 
eighteen years. 

LECENE cited the cases of two patients who re- 
mained well for ten years and then succumbed to 
metastases which were formed in the lungs (shown 
by autopsy). He stated that metastases appearing 
after many years without recurrence of the tumor 
at the original site are not rare. 

ALBERT F. De Groat, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Singer, J. J.: Diagnostic Pneumothorax. 
Clin. Med., 1926, iv, 907. 


Ann. 


Diagnostic pneumothorax has helped to clear up 
many obscure lung conditions which formerly were 
undiagnosed. 

By this method—the production of a bubble of 
air in the pleural cavity—it is possible to show 
irregularities of the pleura, adhesions, and abnor- 
malities of the diaphragm and mediastinum by 
shifting the patient’s position. A _bronchiectatic 
atelectatic lobe hidden by the cardiac shadow may 
be visualized. The value of the procedure is further 
enhanced by the injection of lipiodol. 

The technique of pneumothorax consists in in- 
filtrating the skin with a local anwsthetic, incising 
the skin, injecting more of the local anwsthetic to 
the pleura, taking a manometer reading, and then 
introducing the proper amount of air. 

Although the author has never seen a severe re- 
action following this procedure, he believes it should 
be reserved for cases in which the ordinary methods 
have failed to give the necessary information. 

Singer reports four cases in which the method 
fully demonstrated his claims. 

Don K. Hurcuens, M.D. 


Forestier, J.: The X-Ray Examination of Respira- 
tory Cavities with Iodized Oil (Lipiodol). Ann. 
Clin. Med., 1926, iv, 869. 

The opaque medium used by the author for X-ray 
examination of the bronchial tree is a 40 per cent 
vegetable iodized oil (lipiodol) which is both innocu- 
ous and antiseptic. 

The oil may be injected by the transglottic, 
the laryngeal, the bronchial, or the cricothyroid 
route. In the use of the cricothyroid route, which 
is the easiest, a direct injection is made through the 
midline of the neck between the cricoid and thyroid 
cartilages. 

A successful injection requires the co-operation 
of the patient, suppression of the cough reflex (which 
is facilitated by the application of a local anesthetic 
to the pharynx and a hypodermic injection of mor- 
phine), the immediate injection of the warm oil in 
appropriate quantities up to 60 c.cm., and the 
placing of the patient in such a position that the 
area to be explored will be as dependent as possible. 

The roentgenogram should be taken immediately 
and in different positions with the use of the Bucky- 
Potter diaphragm. Stereoscopic films should be 
made. 

No fatalities due to the procedure have been re- 
ported. Hemorrhage, active tuberculosis, and a 
poor general condition are contra-indications. 
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The author states that he has obtained excellent 
results with this method in the study of the anatomy 
and physiology of the bronchial system. It is a 
most definite aid in the determination of deviations 
of the trachea and bronchi, the localization of 
foreign bodies, areas of bronchiectasis, tuberculous 
cavities, lung abscesses, thoracic fistule, and chest 
tumors, the control of the collapse of the lung in 
therapeutic pneumothorax, and the examination of 
the collapsed lung. 

As a therapeutic measure, the injection of lipiodol 
has been of distinct value in cases of bronchiectatic 
cavities, and occasionally in those of tuberculous 
cavities. It may prove beneficial also in the treat- 
ment of conditions such as asthma and bronchitis. 

D. nN K. Hurcnens, M.D. 


Boehm, G.: On Roentgenograms of Infarcts of the 
Lung. Brit. J. Radiol., 1926, xxxi, 199. 


Boehm reports a case of pulmonary infarction 
which is interesting because few cases have been 
studied roentgenologically and because it was 
under observation until complete recovery had oc- 
curred. 

The patient was a woman 41 years of age who, 
sixteen days after a myomectomy, had a sudden 
attack of dyspnoea and cyanosis and five days later 
developed fever. A diagnosis of pneumonia was 
made. The diagnosis of infarct was made twenty- 
seven days after the onset of the condition and was 
based upon the roentgenological findings. 

The roentgenogram showed a rather dense shadow 
in the middle of the right lung fields, which pre- 
sented varied shapes depending upon the patient’s 
position. In the postero-anterior position, its shape 
was oval, whereas in the right oblique position it 
was that of a wedge. In both positions the borders 
were definite and the outline was distinct. There 
was some thickening of the interlobar pleura, and 
the shadows cast by this thickened pleura made it 
possible to localize the lesion in the lower part of 
the upper lobe. 

With the patient’s recovery the abnormal shadows 
disappeared from the roentgenogram. 

Cuartes H. Heacock, M.D. 


Graham, E. A.: The Surgical Treatment of Pul- 
monary Suppuration in Children. J. Am. M. 
Ass., 1926, Ixxxvii, 806. 


Of 218 patients with pulmonary suppuration who 
were treated by Singer and Graham in the last five 
years, forty were children under 12 years of age. 
Of these forty, 82 per cent are now free from cough 
and other symptoms. The mortality was 12.5 per 
cent. 

The treatment of acute pulmonary abscess must 
depend largely upon the site of the lesion. ‘The 
three most common types of cases to be differenti- 
ated are those with an abscess near the hilus, those 
with an abscess in the periphery of the lung, and 
those with multiple abscesses scattered throughout 
the lung fields. On the whole it may be said that 


abscesses near the hilus are not amenable to surgical 
drainage while those at the periphery may fre- 
quently be so treated. 

The treatment should consist in eradication of the 
source of the infection, the establishment or improve- 
ment of drainage, the collapse of any cavities that 
may be present the removal of chronically diseased 
tissue, and general hygienic treatment, including 
treatment with light. 

The eradication of the cause of the infection in- 
cludes the removal of any aspirated bodies from the 
bronchi. Vaccines have proved of little value. In 
the cases in which the spirochwta is predominant, 
arsphenamine has been found beneficial. 

In a discussion of drainage, mention must be 
made first of natural drainage through the trachea 
aided by posture. Drainage is frequently improved 
by bronchoscopic suction. In cases of peripheral 
abscess which has ruptured into the pleural cavity 
drainage of the resultant empyema frequently clears 
up the condition. In cases with peripheral cavities 
surgical drainage may be resorted to. ‘The operation 
may be performed in several stages. The first stage 
should consist in the production of adhesions. In 
the absence of pleural adhesions an abscess cannot 
be drained and even exploratory puncture should 
not be done. 

Surgical drainage should not be undertaken in the 
formative stage of an abscess. 

Collapse of a cavity is obtained preferably by 
artificial pneumothorax. Other procedures for this 
purpose are avulsion of the phrenic nerve and 
thoracoplasty. The latter are indicated particularly 
for abscess at the hilus. 

For the removal of the diseased tissue Graham 
prefers the operation of cautery pneumectomy in 
which, after adhesions have been formed and the 
diseased lung has been laid bare, the tissue is re- 
moved bit by bit with the actual cautery. 

The prognosis of acute pulmonary suppuration 
must be guarded as the mortality is apt to be high. 
It must be borne in mind, however, that a spon- 
taneous cure often occurs. 

The chief complications of pulmonary suppuration 
are cerebral embolism, brain abscess, hamorrhage, 
and abscesses elsewhere in the body. 

Rateu B. Berrman, M.D. 


Lichty, J. A., Wright, F. R., and Baumgartner, 
E. A.: Primary Cancer of the Lungs: A Clinical 
Report of Seventeen Cases. J. Am. M. Ass., 
19206, Ixxxvii, 144. 

It appears evident from all statistics that since 
1918 there has been a definite increase in the inci- 
dence of carcinoma of the lungs. Therefore in the 
diagnosis of chronic diseases of the chest the pos- 
sibility of primary carcinoma of the lungs should 
be borne in mind. 

Cancers of the lungs are classified as nodular in- 
filtrating and diffuse or miliary. The most frequent 
type is the adenocarcinoma. Lung cancers may 
arise from the bronchus lining or glands or from the 
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alveolar lining. Metastases in the regional lymph 
glands and liver are common. 

The usual symptoms are pain in chest, dyspnoea, 
cough, general weakness, loss of weight, cachexia, 
fever, and bloody expectoration. In the cases report- 
ed, pain was the earliest and most persistent symp- 
tom and always occurred on the same side as the 
lesion. It was usually worse at night. The weak- 
ness was of a continuous and progressive type and 
was not alleviated by rest. Loss of weight was not 
an early sign. There was nothing characteristic in 
the early physical signs. ‘The outstanding sign at the 
stage in which most of the patients were seen was 
impairment of the percussion resonance. 

In the diagnosis of carcinoma, it is necessary to 
rule out the more common lesions of the lung. While 
the X-ray picture is not absolutely characteristic, 
an irregular shadow should be looked upon with 
suspicion, especially if carcinoma is known to be 
present in some other part of the body. 

The conditions from which carcinoma of the lung 
must be differentiated are pulmonary tuberculosis, 
unresolved pneumonia, fibroid pleurisy, lung syph- 
ilis, mycoses of the lungs, bronchiectasis, interlobar 
empyema, lung abscess, and enlargements and 
tumors common to the mediastinum. In this differ- 
entiation fluoroscopic, roentgenographic, and spu- 
tum examinations will be of aid. ‘The blood picture 
of an anemia with leucocytosis and neutrophilic in- 
crease is most characteristic of malignancy. 

In conclusion the authors state that there seems 
to be little evidence to support the theory that the 
increase in the incidence of lung carcinoma is due to 
the influenza epidemic of 1917-1918 or to the inhala- 
tion of irritating substances such as smoke and gas. 
According to the most recent statistics, carcinoma 
of the lungs is about seventh in frequency among 
malignant lesions, cancer of the stomach being first. 

Cyrit J. Gaseet, M.D. 


Morrison, J. T.: The Surgery of the Lung. Brit. J. 
Surg., 1926 Xiv, 94. 

War experience taught that while a “sucking’ 
wound is dangerous, a widely opened thorax permits 
extensive operative procedures on the lung with 
comparative safety. There has been controversy 
with regard to the conditions under which respira- 
tion is carried on in these cases. Some insist on the 
pliability of the mediastinal curtain and show that 
alterations in pressure on one side are automatically 
and fairly accurately reproduced on the other. The 
corollary of such a view is that, given the cross- 
sectional area of the trachea and the patient’s vital 
capacity, it is merely a mathematical problem to 
determine how large an opening may be made in 
either one or both sides of the thorax before the 
lungs will cease to function and death will result 
from asphyxia. The area of such openings has been 
computed at from 64 to 102 sq. cm. 

However, large thoracotomies far exceeding the 
highest estimate of the margin of safety have been 
made. According to Duval’s experience, safety lies 


, 


in securing a very wide opening into the chest and 
as complete a collapse of the lung as possible on 
that side. 

Morrison maintains that the truth lies somewhere 
between these two positions, stating that while the 
mediastinal curtain is no doubt a structure most 
sensitive to variations in pressure, there is surely a 
limit to its pliability even in health. 

The author describes his experimental operations 
in detail and discusses the results he obtained and 
their application to clinical cases. 

SAMUEL Kaun, M.D. 


Bendove, R. A.: The Mechanism of Localization of 
Gas in the Pleural Cavity and Its Clinical Ap- 
plication in Pneumothorax Therapy. Arch. 
Surg., 1926, xiii, 369. 

The difference in the elasticity of the diseased and 
undiseased lung tissue as well as the difference in 
the intrapulmonary and intrapleural pressure makes 
it possible for the gas introduced into the pleural 
cavity for the induction of artificial pneumothorax 
to localize itself over the diseased portion without 
causing any considerable decrease in the function of 
the unaffected portion of the treated lung, provided 
it is administered in small amounts and at frequent 
intervals. 

These pneumodynamic principles should be made 
use of in every case treated by artificial pneumo- 
thorax. They are best applied, however, in cases of 
the exudative type of pulmonary tuberculosis of not 
very long duration which are free from pleural adhe- 
sions. In such cases, pneumothorax therapy is to 
be considered, not as a last resort, but as the treat- 
ment of choice since it is followed by a more speedy 
and complete anatomical and functional recovery 
than other measures. 

In cases of the productive or proliferative type of 
pulmonary tuberculosis, these pneumodynamic prin- 
ciples of gas localization usually cannot be applied 
because, as a rule, the condition runs a mild clinical 
course and when severe symptoms are first mani- 
fested it is usually far advanced and there are 
marked pleuritic adhesions which render therapeutic 
pneumothorax inapplicable. In such cases, thoraco- 
plasty is the indicated treatment provided the 
contralateral lung is in good condition. 

Slight or even moderate involvement of the other 
lung is not a contra-indication to artificial pneumo- 
thorax of the expansile type because the function 
of the undiseased portion of the treated lung is not 
curtailed by it much and little demand is made for 
extra respiratory function of the other lung. In such 
cases the amounts insufflated should vary from 200 
to 400 c.cm. of air and the intervals from five to 
ten days. No generalization is possible. Each case 
should be treated according to the patient’s vital 
capacity and according the extent of the involved 
and uninvolved portions of the treated lung as 
determined by frequent roentgenoscopic observa- 
tions and periodical spirometry. 

Racpu B. Betrman, M.D. 
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Lanos, J.: The Diagnosis and Treatment of Inter- 
lobar Pleurisy in the Adult (Remarques sur le 
diagnostic et le traitement des pleurésies interlo- 
baires chez l’adulte). Paris chir., 1926, xviii, 137. 

In the adult, interlobar pleurisy occurs most fre- 
quently on the right side and the pus becomes en- 
cysted in the anterior part of the interlobar incisure. 
The classical syndrome described by the textbooks 
is hardly ever seen. The general and functional 
symptoms—persistent fever, attacks of coughing, 
more or less copious expectoration, and impairment 
of the general health—quite frequently suggest tu- 
berculosis. 

While it is very difficult to detect this type of 
pleurisy by clinical examination, the diagnosis is 
greatly facilitated by roentgenoscopy. The picture 
from in front is not very characteristic, showing 
only a hazy obscurity detached from the diaphragm, 
but the pathognomonic sign is furnished by exami- 
nation in profile and obliquely, when aspindle-shaped 
shadow corresponding to the incisure is seen. 

The treatment is surgical drainage. A drain should 
be left in place for eight days. During this time 
irrigation with an antiseptic solution may be given. 
Great care must be taken to keep the wound clean. 
The dressing should be changed every day. 

The roentgen picture enables the surgeon to make 
the incision at just the right place and is much more 
certain and less dangerous than exploratory punc- 
ture. 

An illustrative case is reported. 

AuprEY G. Morcan, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Moersch, H. J., and Conner, H. M.: Hysterical 
Dysphagia. Arch. Ololaryngol., 1926, iv, 112. 

Hysterical dysphagia is a type of functional 
dysphagia characterized by a sense of obstruction 
at or about the oesophageal introitus, practically 
always associated with pallor and secondary anemia, 
and frequently associated with enlargement of the 
spleen. 

The line of demarcation between hysterical dys- 
phagia and other types of functional dysphagia is 
not always clear although, as a whole, hysterical 
dysphagia represents a very definite clinical entity. 

The authors studied sixty-five cases, all those of 
women. The average age for the group was 45 years 
and the average duration of symptoms eight years. 
The spleen was palpable in twenty cases, and the 
average haemoglobin for the entire group was 48 per 
cent. The peculiar pallor in these cases somewhat 
resembles that of pernicious anamia. Roentgeno- 
logical examination of the oesophagus was negative 
in fifty cases, but osophagoscopic examination 
showed that the mucous membrane of the upper 
part of the oesophagus was dry and atrophic with 
loss of elasticity, and that it bled easily on manipu- 
lation. 

The treatment ccnsists in passing into the stomach 
a plain oesophageal sound guided by a previously 


swallowed silk thread. The size of the sound is 
immaterial. Usually nothing further is necessary to 
effect a cure except reassurance. The dysphagia dis- 
appears, the blood picture is improved at once, and 
the spleen may return to its normal size. If the 
trouble recurs, a second passage of the sound will 
always afford relief. 


Abel, A. L.: The Treatment of Cancer of the 
Qsophagus. Brit. J. Surg., 1926, xiv, 131. 

Abel endeavors to prove that cancer of the cesoph- 
agus can be diagnosed early; that it is a relatively 
benign, mild type of malignant growth; that radium, 
the X-rays, and diathermy are of very little value 
in the treatment; and that the operations suggested 
are feasible and there is no physical or pathological 
reason why they should not give a successful result. 

Cancer of the cesophagus is a common disease, 
one of every twenty malignant growths being situ- 
ated in the gullet. For several weeks or months 
there is a sense of oppression or weight beneath the 
sternum due to slight dilatation of the oesophagus 
from the early narrowing of its lumen, and colicky 
sensations of oppression are caused by increased 
muscular contractions of the organ. To overcome 
the sense of fullness while eating, the patient is 
obliged to take considerable draughts of fluid. Ulti- 
mately there is a distinct obstruction to the passage 
of food. The dysphagia is progressive, at first being 
noticed with solids, later with semi-solids, and finally 
with liquids. 

In the typical roentgen picture the barium passing 
through a malignant stricture presents an irregular- 
ity of its lower extremity (rat-tail-like appearance). 
On asophagoscopy, the wall of the oesophagus ap- 
peats relatively immobile and stiffened. The appear- 
ance of the tumor varies according to the type of 
the growth. The tumor of the proliferative variety 
has a cauliflower-like appeatance, is covered with 
a blood-stained foctid discharge, and bleeds very 
easily. In the tumor of the ulcerative type, the 
hard, raised, irregular, and everted edge is first seen; 
the ulcer appears somewhat raised, and the sur- 
rounding wall dense and indurated. A light touch 
with a swab removes blood-stained foctid material. 
In cases of the scirrhous type of growth the lumen 
of the oesophagus is seen to be greatly narrowed and 
deformed, while the mucosa appears retracted, red, 
smooth, and immobile. Whenever possible, a por- 
tion of the growth should be removed for micro- 
scopical examination. 

Primary carcinoma of the oesophagus may occur 
at any level, but is usually found at either extremity 
or in the narrowed portion where the cesophageal 
lumen is diminished by the pressure of the left 
bronchus. The middle pertion of the oesophagus is 
most commonly affected, the lower portion next 
most frequently, and the upper end next most fre- 
quently, the incidence being 1oughly 3:2:1. Cancer 
of the oesophagus spreads by direct extension and 
by the lymphatic stream. It is slow to affect the 
lymphatics and to form metastases. 
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The majority of cases in England are treated by 
gastrostomy alone. A further step is repeated dila- 
tation of the stricture. Intubation may be beneficial 
but is associated with the danger of cesophago- 
tracheal fistula resulting in death. In the treatment 
of malignant disease in general, radium causes a 
regression of the growth at the site of application, 
but sloughing is increased, haemorrhage is brought 
on more quickly, and the periphery of the growth 
or the infected glands at a distance are stimulated 
to increased activity. However, in the oesophagus, 
which is unique in its position as an anatomical 
structure, some of the contra-indications to radium 
may be disregarded. While radium therapy is not 
without a certain degree of danger, it frequently 
causes a great improvement in the patient’s condi- 
tion. The radium is best applied through an aso- 
phageal catheter. Judging from the results obtained 
in cases of malignant disease of the mouth and 
pharynx, diathermy should have an effect equal to, 
if not better than, the application of radium. 

The cure of cancer requires the radical removal of 
the disease, and in the absence of contra-indication, 
such as metastases or extreme emaciation, this 
should always be attempted. A fairly large propor- 
tion of cases are surgically operable-when they are 
first seen by the medical practitioner, and from 30 
to 50 per cent are operable when they are seen by 
the surgeon. The chief dangers of operations upon 
the cervical oesophagus are: (1) shock, which is eas- 
ily combated; (2) haemorrhage, which is not difficult 
to deal with; and (3) infection, or so-called sepsis. 

The operation upon the cervical oesophagus con- 
sists of three stages: (1) exposure; (2) excision; and 
(3) reconstruction. It is usually advisable to attack 
the growth from the right side of the neck in order 
that manipulation may not be hampered by the 
thoracic duct. An estimate having been gained of 
the breadth of the flap required to restore the con- 
tinuity of the gullet, a flap is made with its base 
either at the right or the left side of the neck. The 
sternomastoid muscle is divided at its origin from 
the sternum and clavicle and its anterior border is 
sutured to the prevertebral region. The affected 
portion of the oesophagus is then seen lying behind 
the trachea with the prevertebral muscles and the 
sternomastoid behind and to the outer side. The 
oesophagus is separated from the adjacent structures 
by very blunt dissection and the region of the 
growth carefully examined to determine the possi- 
bility of a radical cure. The incision around the 
growth must include 34 in. of apparently healthy 
cesophageal wall. The paratracheal, para-cesopha- 
geal, and inferior deep cervical glands are exposed 
and may be removed on both sides of the neck. 
The flap of the skin is then turned inward and 
brought to lie in the position vacated by the piece 
of oesophagus removed. 

For cancers of the osophagus which are situated 
in the middle two-fourths of the gullet, posterior 
mediastinotomy must be performed. As a prelimi- 
nary procedure to the major operation, a gastros- 


tomy or jejunostomy is done. After the dehydration 
has been overcome the condition of the blood pres- 
sure requires attention. The blood pressure must 
remain above 125 mm. Hg (systolic), and the hamo- 
globin should not be less than 60 per cent. 

The success of the operation depends in large 
measure upon the skill of the anasthetist and the 
efficacy of the method of inducing anesthesia. As 
it is extremely easy to infect the pleura, the opera- 
tions for partial or total cesophagectomy which are 
most apt to be successful are those which do not 
entail opening the lumen of the gullet in situ. After 
the operation, blood transfusion is perhaps of the 
greatest aid and may be performed even if it was 
done before the operation. 

If the growth is situated at or above the level of 
the aortic arch, the incision is made in the right 
side of the back of the thorax. If it is below this 
level, the incision is made on the left. A 3- or 4-in. 
portion of the lowest rib exposed is resected sub- 
periosteally. The intercostal nerves are injected 
with absolute alcohol for anoci-association purposes. 
The intercostal arteries are tied at both ends as each 
rib and artery is severed. The oesophagus is sepa- 
rated from the loose cellular tissues in which it lies 
by means of blunt dissection. The skin flap is then 
placed anterior to—that is, deep to—the oesophagus 
and sutured as nearly as possible to the skin of the 
back from which it was originally divided. The 
growth and an adjacent 1'% to 2 in. portion of the 
cesophagus on either side of it then lie at the bottom 
of a groove in the back. 

Some 7 to to days later the cancer-bearing area 
of the cesophagus is removed with as much normal 
tissue as feasible on either side of it. Lastly, the 
remaining inner and outer edges of the skin wound 
are undermined and drawn together, the newly- 
formed cesophagus being thus made subcutaneous. 
Operation for the radical removal of the lower 2- to 
3-in. portion of the oesophagus is best performed by 
means of a low left-sided posterior mediastinotomy 
and an cesophagogastrostomy. 

Cases of cancer of the oesophagus arising at the 
cardia, whether primarily oesophageal or primarily 
gastric in origin, usually demand an abdominal 
laparotomy. Morris H. Kann, M.D. 


Schreiner, B. F., Eschelman, K. F., and Kress, L. 
C.: Radiation Therapy in Cancer of the 
(Esophagus. J. Cancer Research, 1926, x, 208. 


This article is a report on sixty-three cases of 
cancer of the oesophagus. Fifty-one of the subjects 
were males. Thirty-five of the males had used 
tobacco. 

Of thirty-six tissue specimens examined, thirty- 
two showed epithelioma and in nineteen there was 
pearly body formation. Of four which showed 
adenocarcinoma, three were metastatic from the 
stomach. 

Radium was introduced by placing the tandem 
tubes through the cesophagoscope for periods of 
from 300 to 800 mgm.-hrs. per tube. 
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Recently the X-ray has been used with the radium. 
Gastrostomy must be done early. 

In none of the cases reviewed was a Clinical cure 
obtained. One patient survived for a year and four 
months but most of the patients died within eleven 
months. Pau. W. Sweet, M.D. 


Steindler, A.: Posterior Mediastinal Abscess in Tu- 
berculosis of the Dorsal Spine. J/ilinois M. J., 
1926, 1, 201. 


In over 50 per cent of cases of tuberculosis of the 
spine the dorsal segment is involved, and about 45 
per cent of cases of dorsal tuberculosis are compli- 
cated by abscess formation. In about 15 per cent 
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of the latter the abscess projects into the thoracic 
cavity, constituting a dangerous mediastinal com- 
plication. Mediastinal abscesses may extend lat- 
erally, posteriorly, into the spinal canal, forward, or 
downward. 

For many cases of mediastinal abscess, and espe- 
cially for those in which paraplegia results from 
pressure of the abscess on the cord, the author 
advocates costotransversectomy. From the findings 
at autopsy in which the communication bet ween the 
mediastinal abscess and the spinal canal could be 
demonstrated, he concludes that evacuation of the 
posterior mediastinum by costotransversectomy is 
a thoroughly rational procedure. 

A. GottLieB, M.D 
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ABDOMINAL WALL AND PERITONEUM 


Hunter, R. H.: The Etiology of Congenital Ingui- 
nal Hernia and Abnormally Placed Testes. 
Brit. J. Surg., 1926, xiv, 125. 

In the newly born infant the testis, processus 
vaginalis, gubernaculum, and fascial coverings can 
be lifted out of the scrotum without tearing any- 
thing but a little superficial connective tissue. The 
gubernaculum is therefore not attached to the skin 
of the scrotum and the testis cannot be drawn from 
the abdominal cavity to the scrotum by its contrac- 
tion. The gubernaculum at first acts as a kind of 
anchor to the testis. In the human fetus its largest 
strand normally passes to the scrotal region and 
forms the path for the large growing cells which 
cause the growth of the processus vaginalis. 

The processus vaginalis develops as a cone-shaped 
diverticulum of peritoneum, and just before the 
descent of the testis its apex normally reaches to the 
point of junction between the anterior abdominal 
wall and the scrotum. During the descent of the 
testis, the peritoneum, which is adherent to the 
proper fibrous tunic of the gland, is drawn down 
into the scrotum. If the processus vaginalis is 
longer than normal before the testis descends, the 
excess of peritoneum will become folded upon itself 
and form a hernial sac. Morris H. Kaun, M.D. 


Stich, R.: Mistakes in Hernia Operations (Ueber 
Kehler bei Hernienoperationen). Zentralbl. f. Chir., 
1926, lili, 884. 

In operations for sliding hernia the intestine may 
be very easily injured. The author cites a case in 
which a 12-cm. portion of the descending colon was 
removed without the surgeon’s being aware of the 
accident, and death resulted from peritonitis. 

In a case in which an operation was performed 
for incarcerated femoral hernia, adherent omentum 
and a loop of small intestine were found in the nar- 
row neck of the hernial sac. After enlargement of 
the hernial aperture and resection of the omentum, 
the stump of the intestine and omentum were unin- 
tentionally replaced over the posterior margin of the 
hernial sac retroperitoneally into the pelvic cavity. 
However, during the care of the hernial sac the 
mistake was recognized and promptly corrected. 

The author calls attention also to the danger of 
bladder injuries during operation for inguinal her- 
nia. These are especially apt to occur when the 
abdominal walls are poorly developed, and the sur- 
geon, in his desire to include as much tissue as pos- 
sible in the Bassini suture, introduces his needle too 
deeply. This mistake may be avoided by placing 
the finger under the edge of the muscle before intro- 
ducing the needle. Nevuvert (Z). 


Long, J. W.: The Value of Enterocolostomy Com- 
bined with Enterostomy in Acute Peritonitis. 
Surg., Gynec. & Obst., 1926, xliii, 61. 

Long discusses the value of enterocolostomy in 
cases in which a gangrenous appendix lying low in 
the pelvis produces local peritonitis and the peri- 
tonitis attacks the adjacent coils of the intestines, 
causing a typical adynamic ileus. The ileus occurs 
at two points—in the terminal ileum and in the pel- 
vic portion of the sigmoid. In such cases appendec- 
tomy with enterostomy gives the best results. 

In cases in which the peritonitis ascends and be- 
comes diffuse, enterostomy cannot give relief, no 
matter where the tube is placed, as the ileus is of a 
duplex character. For such cases Handley advises 
anastomosis of the small intestine to the transverse 
colon and a cacostomy. Long reports two cases of 
diffuse peritonitis in which he used this operation 
with success. Jacos S. Grove, M.D. 


Klug, W.: Is the Thoracic Duct Suitable for Natu- 
ral Drainage in Peritonitis? (lignet sich der 
Ductus thoracicus zur natuerlichen Drainage bei 
Peritonitis?) Deutsche Zlschr. f. Chir., 1926, cxciv, 
310. 

Because of a successful result obtained by lap- 
arotomy, irrigation, and the establishment of a 
thoracic fistula in the case of a 20-year-old patient 
with peritonitis twelve hours after the perforation 
of a gastric ulcer, the author attempted to determine 
the importance of the thoracic duct as a natural 
drainage route in peritonitis by means of experi- 
ments performed upon dogs. 

In the first series of experiments necrosis of the 
pancreas was produced by severing the gland from 
the duodenum or by ligating the pancreatic vessels, 
and on the following day the thoracic duct was 
opened in the neck. The lymphatic fistula secreted 
very weakly, and a fatal termination could not be 
prevented. 

In the second series of experiments the thoracic 
duct fistula was formed first, peritonitis was then 
produced by the introduction of a drain into the 
abdominal cavity, and a flow of lymph from the 
fistula was stimulated by the injection of non-sterile 
physiological salt solution into the abdominal cav- 
ity. Again, the fistula was found to have no favor- 
able effect upon the peritonitis. 

When injections of indocarmine were made into 
the abdominal cavity there was no staining of the 
lymph discharged from the fistula although the 
urine became colored quickly. 

The author concludes that resorption from the 
peritoneum occurs chiefly by way of the blood 
stream, and that thoracicotomy is of no therapeutic 
value. Jeun (Z). 
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GASTRO-INTESTINAL TRACT 


Klein, E.: Gastric Motility: III. The Mechanism 
of the Pylorus. Arch. Surg., 1926, xii, 1224. 

The author reviews considerable evidence disprov- 
ing the theory of Cannon that the discharge of 
gastric contents depends upon the acidity on the 
gastric and duodenal sides of the pylorus. 

In 1913, Cole reported that there is no roentgeno- 
logical evidence in man of a periodical opening and 
closing of the pyloric valve independent of the gas- 
tric cycles. Klein observed that chyme was pro- 
pelled into the duodenum with each antral contrac- 
tion, and other workers have since made similar 
observations. Wheelon and Thomas have found 
that the antral contractions always occur during a 
stage of pyloric relaxation, and they conclude that 
if acid acts to regulate the pylorus, it must act in 
a similar way also on the antrum and stomach since 
the motility of the antrum determines the motility 
of the pylorus. 

Klein therefore regards it as justifiable to assume 
that the pylorus is normally open at the height of 
antral contraction, and that every antral contrac- 
tion is normally followed by a discharge of chyme 
through the pylorus. His conclusions with regard to 
the effect of acids and other substances on the 
pylorus are summarized as follows: 

1. The presence of acid on the gastric side is not 
necessary for the opening of the pylorus. 

2. Normal concentrations of acid on the duodenal 
side do not keep the pylorus closed. 

3. Concentrations higher than normal in the 
stomach cause a slowing of gastric peristalsis, and 
while this is especially notable in concentrated ex- 
perimental solutions, it is noticeable also within the 
limits found in hyperchlorhydria. 

4. Very strong acids cause inhibition of peristalsis 
and sometimes reverse peristalsis and vomiting. 

5. The site of origin of this reflex is the duodenum. 

6. The theory of acid control on both sides of the 
pylorus (Cannon) or from the duodenum alone does 
not explain all known facts. 

Mechanical stimulation of the pylorus is next 
considered. The higher the fluid content of the food 
the more rapid its discharge. It has been found 
experimentally that whenever a solid particle of food 
reaches the pylorus it excites a retrograde peristalsis 
which propels it away from the sphincter. It is 
therefore very likely that the stimulus for these 
retrograde waves is in the pylorus. Hirsch first 
called attention to the fact that the fluidity of the 
stomach contents is one of the most important fac- 
tors in gastric emptying. Cannon also, in spite of 
the great importance he ascribed to the chemical 
control of the pylorus, concluded that the addition 
of hard particles to the food causes a delay in 
emptying. 

The author describes two types of pyloric closure. 
The first is the closure maintained by the pyloric 
tone when the pressure on either side of the sphinc- 
ter is not sufficient to overcome it. It is overcome, 


on the one hand, by each advancing gastric wave, 
and, on the other hand, may be overcome by retro- 
grade peristalsis in the duodenum resulting in intes- 
tinal regurgitation. The second type of closure 
occurs when each peristaltic wave reaches the 
sphincter and after it has propelled chyme into the 
duodenum. This closure effectually prevents re- 
gurgitation and always occupies the same proportion 
of time in the gastric cycle. 
Antuony F. Sava, M.D. 


Assmann, H.: Gastric Neuroses in the Roentgen 
Picture. Acla radiol., 1926, vi, 85. 

In nervous conditions involving the stomach, such 
as hysteria, tabetic crises, tetany, and hamatopor- 
phyria, roentgen examination often reveals striking 
variations from the normal in the gastric tonus and 
peristalsis and, closely related to these, the shape of 
the stomach, the emptying time, and the condition 
of the muscularis mucosz. 

In some instances changes due to increased tonus 
of either the vagus or the sympathetic nerve are 
found, but in-the majority of cases the changes are 
the result of disturbances in both of the antagonistic 
nerves. ‘There may be also in such cases decided 
oscillations in nervous stability toward either side. 

As the variation in the findings is characteristic 
of nervous disturbances, repeated observations will 
prevent confusion of the condition with an organic 
disease which it may resemble during a single ex- 
amination. 


Cole, L. G.: The Etiology of Gastric Ulcer. 
radiol., 1926, Vi, 303. 


Acta 


The sulcus angularis is a mucosal apron that 
hangs down or projects about one-third the way 
across the lumen of the stomach between the corpus 
and the pyloric canal. 

As it is a functional contraction rather than an 
organic fold, it is not easily studied at operation or 
autopsy. It may be observed fluoroscopically or in 
single films, but is best studied in serial roentgen 
pictures made with the patient in the erect position 
after the administration of barium suspended in a 
fluid menstruum. 

This apron-like fold of mucosa is attached to the 
lesser curvature at the point where Aschoff says the 
blood supply is already taxed to its limit. At this 
area, about 4 sq. cm. of mucosa are supplied with 
blood by about 1 sq. cm. of gastric wall. 

The cramping of the blood vessels which, accord- 
ing to Bergmann’s spasmogenic theory, is an impor- 
tant cause of gastric ulcer is a constant factor in 
this long apron-like fold, whether or not the stomach 
is in a state of spasm. 

There are four types of gastric spasm, each of 
which the author describes briefly. All of the peris- 
talic sulci except the sulcus angularis relax during 
diastole and move from one area to another during 
each gastric cycle. The sulcus angularis “marks 
time” during systole and does not relax during 
diastole. Therefore the blood vessels in this region 
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of the sulcus are kinked during diastole as well as 
during systole and, in addition to the diminished 
blood supply of Aschoff, there is also the kinking of 
Bergmann. 

The concentrated digestive secretions of the peptic 
glands follow the rugw from the fundus and impinge 
on the proximal surface of the sulcus angularis 
which deflects them into the chyme in the sinus of 
Forssell. The proximal surface of the fold is there- 
fore subjected to the strongest gastric secretions 
before they are diluted by the chyme. 

Trauma, particularly the trauma associated with 
vomiting referred to by Virchow, is greatest on the 
proximal surface of this mucosal fold since it is 
pressed against the pyloric canal which, according 
to Klee, is closed during the act of vomiting. 

The mechanical trauma produced by the gastro- 
scope, the stomach tube, and particularly the string 
employed in the string test for the diagnosis of gas- 
tric ulcer, are to be avoided. 

Infection may be a factor in the etiology of gastric 
ulcer, but, alone, it causes only a temporary ulcer 
which heals rapidly. 

The sulcus angularis is particularly susceptible to 
the anemic areas of Aschoff, the spasm of Bergmann, 
the trauma of Virchow, and the infections of Mos- 
kowicz, Konjetzny, and Rosenow and is worthy of 
serious consideration as a factor in the etiology and 
pathogenesis of gastric ulcer. 


Wolfer, J. A.: Chronic Ulcer of the Stomach: Its 
Experimental Production and Its Effect on 
Gastric Secretion and Motility. An. Surg., 
1926, Ixxxiv, So. 

In an endeavor to determine whether peptic ulcer 
per se Causes any change in the secretory and motor 
response of the stomach the author carried out a 
series of experiments on dogs. In the past, research 
workers have been unable to produce an ulcer in the 
dog’s stomach unless the animal was in a cachectic 
state or there was a gross interference with anatomi- 
cal or physiological conditions. The author found, 
however, that exposure of the mucosa of the’stomach 
to 110 kv., 5 ma. X-ray irradiation always resulted 
in the production of a lesion having many of the 
gross characteristics of peptic ulcer in man, 

Wolfer studied seven dogs for several months to 
determine the gastric secretory response to a stand- 
ard test meal and the emptying time of the stomach 
after the ingestion of a standard barium meal. He 
then produced an ulcer in the stomachs of these 
dogs and studied its effect. 

It was found that when the experimental ulcer 
was placed on the posterior wall of the stomach, 
near the lesser curvature, 2 in. from the pylorus, 
there was no demonstrable change in the secretory 
response or the emptying time of the stomach, and 
when the ulcer was placed on the posterior wall, 
near the lesser curvature, 1 in. from the pylorus, 
the secretory response remained unchanged but the 
emptying was distinctly delayed. The author at- 
tributes this delay to pylorospasm due to involve- 
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ment of the local intrinsic nervous mechanism by 
the ulcer placed close to the pylorus. 


Manuilow, A. I.: The Effect of Bile on the Function 
of the Gastric Glands in the Dog After Chole- 
cystogastrostomy (Der Einfluss der Galle auf die 
Funktion der Magendruesen beim Hunde nach 
Cholecystogastrostomie). Kazan. med. J., 1925, xxi, 
1029. 


‘ 


In a dog with a Heidenhain-Pawlow ‘small 
stomach” in which a fistula was formed between 
the stomach and the gall bladder, it was found that 
the gastric secretion, particularly the secretion of 
hydrochloric acid, was increased by the feeding of 
meat and fat and decreased by the feeding of bread 
and milk. The digestive strength of the gastric 
secretion was reduced by both feedings. 

At autopsy, the gastric mucous membrane 
appeared unaltered but the gall bladder was dis- 
tended, its mucous membrane was found to be al- 
tered microscopically and the epithelium was pale 
and anxmic. Within the gall bladder there were 
several foreign bodies which must have come from 
the stomach. Deun (Z). 


De Takats, G.: The Perverted Physiology of the 
Stomach After Gastric Operations. Am. J. M. 
Sc., 1926, clxxii, 45. 

De Takats reviews a large series of cases from the 
standpoint of gastric function after the most fre- 
quently performed gastric operations, especially 
gastrojejunostomy and partial gastrectomy. 

In 274 cases in which gastrojejunostomy was per 
formed, the operation was followed by complete 
relief in 50 per cent, fair results in 22 per cent, and 
poor results or recurrence of the symptoms in 28 
per cent. The cases were followed up with X-ray 
examinations and chemical analyses of the stomach 
contents. There was no reduction in the gastric 
acidity. 

Of 200 cases of partial gastrectomy, good results 
were obtained in 84 per cent, fair results in only 10 
per cent, and poor results in only 6 per cent. ‘The 
free hydrochloric acid was lowered on the average 
from 30 points to 2 points, while the total acidity 
was lowered from 56 points to 15 points. The 
functional results were therefore much better than 
in the cases in which gastrojejunostomy was done. 

The mortality of resection compared favorably 
with that of anastomosis. This operation eliminates 
the danger of malignancy on the basis of ulcer and 
of ulcer perforation and hemorrhage. In the author’s 
series of cases, 25 per cent of the gastric ulcers 
showed histological evidence of cancer. 

Harry W. Fink, M.D. 


Mouat, T. B.: Two Cases of Stricture of the Bowel 
by Misplaced Endometrial Tissue. Bril. J. Surg., 
1920, xiv, 70. 

While grafts of true endometrial tissue appear to 
be derived from the uterine and tubal mucosa, very 
similar glandular inclusions may result in certain 
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situations from developmental abnormalities of cer- 
tain embryological structures or from metaplasia of 
the serous lining of the abdominal cavity or of the 
epithelial covering of the ovary in inflammatory 
lesions of these structures. 

The following classification includes all possible 
varieties of the condition: 

1. Direct or primary endometriosis, i.e., misplaced 
endometrial tissue in the uterine wall due to the 
direct invasion of the myometrium by the mucosa 
lining the uterine cavity, causing the adenomyoma 
of mucosal origin. A similar condition occurs in the 
wall of the tube from the invasion of the tubal 
mucosa. 

2. Peritoneal or implantation endometriosis. In 
this condition there are found scattered through the 
pelvis implantation-like deposits of endometrial tis- 
sue similar in their distribution to the peritoneal 
implantations of cancer and often invading the 
underlying structures. 

3. Transplantation endometriosis, in which endo- 
metrial tissue occurs in the scar of the abdominal 
incision after an operation on the pelvic organs. 

4. Metastatic endometriosis. This condition in- 
cludes extraperitoneal endometrial tissue in situa- 
tions similar to those of metastases from cancer of 
the pelvic organs. 

5. Developmentally misplaced endometrial tis- 
sue. 

The author cites two cases of peritoneal or im- 
plantation endometriosis and discusses the etiology, 
symptoms, and treatment.  Samurt Kann, M.D. 


Adams, J. E.: Duodenal Ileus. Bril. J. Surg., 1926, 
xiv, 67. 

The author reports cases of duodenal ileus and 
draws the following conclusions: 

Chronic duodenal ileus may be due to compres- 
sion of the fourth part of the duodenum by the 
superior mesenteric vessels and the drag of the 
mesentery. 

It may be secondary to gastroptosis alone. 

It is doubtful how far it is a manifestation of 
general visceroptosis, but the latter condition may 
be responsible for it. 

The dilatation of the duodenum may affect pri- 
marily either the first or the third part of the 
duodenum. 

The appropiiate treatment in most cases is duo- 
denojejunostomy, but in a few cases there is such a 
pronounced kink at the juncture of the first two 
parts of the duodenum that gastro-enterostomy is 
likely to give the best results. 

SAMUEL Kaun, M.D. 


Higgins, C. C.: Chronic Duodenal Ileus, with a 
Report of Fifty-Six Cases. Arch. Surg., 1926, 
=m, t. 

The relationship between acute dilatation of the 
stomach and obstruction of the duodenum due to 
compression by the root of the mesentery has be- 
come recognized in recent years, but the clinical and 


pathological manifestations of chronic obstruction 
of the duodenum have received little attention. In 
considering the etiology of dilatation of the duo- 
denum it should be borne in mind that any or all 
of the duodenum may be involved. Four possible 
causes are: (1) congenital anomalies, (2) factors 
favoring the formation of adhesions, (3) factors fa- 
voring compression of the duodenum, and (4) factors 
favoring a pelvic position of the intestines. 

The symptoms depend upon the degree of the 
obstruction. Complete obstruction is often associ- 
ated with acute dilatation of the stomach. From 
twelve to seventy-two hours after an operation the 
patient becomes nauseated, the abdomen becomes 
distended, and large quantities of bile-stained fluid 
are vomited. Complaint may be made also of epi- 
gastric pain or discomfort. The pulse and respira- 
tion increase, prostration and anhydramia ensue, 
and death results. 

In the majority of cases of chronic duodenal ileus 
the obstruction is incomplete and the attacks of 
distress simulate those of gall-bladder infection or 
gastric ulcer. ‘The attacks are often associated with 
intense headache. The headache is alleviated by the 
vomiting. A diagnosis of migraine is often made. 
At first, there may be intervals of freedom from 
symptoms but later the trouble is continuous. 
Anemia and weakness with malaise and toxic symp- 
toms gradually develop. In obstruction of the first 
portion of the duodenum, the symptoms are similar 
to those of pyloric obstruction. ‘There may be jaun- 
dice and pain over the gall bladder. The correct 
diagnosis is seldom made in these cases until an 
exploratory operation is performed. 

The non-operative management consists in pos- 
tural treatment (i.e., the knee-chest position or lying 
on the abdomen or the right side to relieve the strain 
upon the mesentery), duodenal lavage, a high calorie 
diet, the wearing of an abdominal corset, and exer- 
cises to strengthen the abdominal wall. 

The operative treatment is duodenojejunostomy. 
This has given uniformly good results. 

Harry W. Fink, M.D. 


Wheeler, Sir W. I. de C.: Multiple Polypi of the 
Colon. Bril. J. Surg., 1926, xiv, 58. 


Polyposis of the intestinal tract is not as rare as 
was formerly supposed. The relative frequency of 
polypi in the rectum is probably more imaginary 
than real since the ease of diagnosis in the rectum 
is in sharp contrast to the difficulties encountered 
when other portions of the alimentary canal are 
invaded. 

There is a close association between ulcerative 
colitis and polyposis. Ulcerative colitis occurs in 
children as well as in adults. 

In the majority of cases polyposis sooner or later 
becomes malignant. 

Polyposis of the colon in early life may result in 
a condition of infantilism. 

Polyposis of the colon cannot be diagnosed unless 
the polypi are seen or felt. Satisfactory X-ray and 
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proctoscopic examinations are possible only in a 
certain percentage of cases. 

When multiple polypi of a very diffuse nature are 
present in the colon, there is a characteristic infil- 
tration and loss of flexibility in the colonic walls. 
The increase in the weight of the colonis very striking. 

The prognosis is usually unfavorable unless colec- 
tomy is performed, but ileostomy, cwcostomy, or 
appendicostomy followed by irrigation may some- 
times be successful. SAMUEL Kaun, M.D. 


Courboulés and Sauvé: A Case of Acute Appendi- 
citis with a Slow Pulse and Complete Inversion 
of the Abdominal Viscera (Sur un cas d’appendi- 
cite aigué avec pouls ralenti et inversion totale des 
organes). Bull. et mém. Soc. nat. de chir., 1926, lii, 
122. 

The authors report a case of inversion of the 
viscera in which the condition was recognized when 
the patient entered military school. When the pa- 
tient suddenly developed pain in the left iliac fossa 
with nausea and vomiting, a diagnosis of appendi- 
citis was made. The evolution of the abdominal 
symptoms and physical findings (with the exception 
of the pulse) was typical up to the time operation 
was performed, thirty-eight hours later. The opera- 
tion was delayed because of symptoms of meningeal 
irritation. 

The pulse normally varied between 65 and 70, 
but during the illness fell from 44 the first day to 
34 on the tenth postoperative day. A small hama- 
toma then appeared and the pulse rose to 80, but it 
soon fell again to 70. The temperature, which was 
normal during the acute stage, became slightly sub- 
normal during the period of convalescence. 

This report adds another case to the long series 
of cases of acute abdominal conditions in which the 
pulse was entirely out of accord with the other 
symptoms. Abert F. De Groat, M.D. 


Boas, I.: Chronic Appendicitis from the Stand- 
point of the Internist (Dice chronischg Appendi- 
citis vom Standpunkte des Internisten). Verhandl. 
d. Ges. f. Verdauungs.- u. Stoffwechselkrankh., 1926, 
p. 192, 210. 

As chronic appendicitis does not have a truly 
characteristic disease picture, the diagnosis is uncer- 
tain. In every case of chronic appendicitis, how- 
ever, there has been a preceding acute attack. 

Adhesions do not play as important a role in the 
sequele of appendectomy as is often asserted. A 
large number of persons who have been subjected 
to appendectomy are suflering from a disease con- 
dition of the cecum which was present alone or 
combined with inflammation of the appendix before 
the operation. A close relationship between the 
cecum and the appendix cannot be denied, and in 
pathological conditions the two organs have such a 
definite symbiosis that from the biological as well 
as the clinical standpoint it is an error to consider 
them separately. For this reason the clinical picture 
of chronic appendicitis is not well defined. 


The author ascribes little importance to points of 
tenderness to pressure since variations in the posi- 
tion of the cecum and appendix may lead to serious 
error in a diagnosis based on such findings. When 
there is hyperalgesia of the skin the demonstration 
of tenderness to pressure is difficult as hyperalgesia 
of the skin may occur alone or in association with 
appendicitis. In such cases the diagnosis is facili- 
tated by the use of Bier’s suction cups. If the 
hyperasthetic zone is brought into a condition of 
hyperemia twice daily for periods of half an hour 
for three or four days, the hyperalgesia of the skin 
disappears, while any deep tenderness remains. By 
this simple method the author has been able to rule 
out a large number of cases of pseudo-appendicitis. 
On the other hand, after the removal of the cutane- 
ous hypersensibility a clearer conception may be 
gained as to the presence of an inflammatory condi- 
tion in the region of the appendix. The author 
ascribes particular importance to a circumscribed 
painful point in the vicinity of the attachment of 
the appendix in cases of so-called appendicular colic. 

A further question discussed is whether the ab- 
sence of a tender point at or in the vicinity of the 
attachment of the appendix in the caecum excludes 
the presence of chronic appendicitis. The author 
answers this question in the negative. He then de- 
nies with emphasis the claim that even in a large 
majority of normal persons tenderness is demonstra- 
ble over McBurney’s point or other points. This is 
possible only when the region of the appendix is 
palpated roughly. Palpatory demonstration of the 
appendix itself is purely a coincidence; it is of no 
practical value in diagnosis. 

Slight variations in the temperature are of some 
significance. There may be transitory elevations of 
temperature due to acute exacerbations of a chronic 
inflammation or there may be a continuous mild 
fever. In the latter condition, judgment must be 
cautious since the cause of the fever may lie in some 
other organ. In the author’s opinion, the functional 
testing of the motility of the appendix by means of 
the roentgen ray will ultimately prove to be a 
method of diagnosing chronic appendicitis superior 
to all other procedures. 

With regard to the differential diagnosis, Boas 
calls attention to the fact that a latent and not well 
developed inguinal hernia may simulate chronic ap- 
pendicitis. He has permanently relieved the symp- 
toms in such cases by having the patient wear a 
truss. 

The question as to whether there is any effective 
internal (non-surgical) treatment of appendicitis 
must be answered in the negative so far as organic 
changes in the appendix are concerned. However, 
many surgical operations are merely a sort of test 
treatment. There are also instances of psychogenic 
cures of appendicitis. The author calls attention to 
the fact that in recent years the serious sequel 
following appendectomy in cases of pseudo-appendi- 
citis have been discussed by many distinguished 
surgeons. 
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Only after the appendix has been removed do we 
stand again upon a firm therapeutic foundation. 
Doubtless from this point of view we must count 
on an occasional unnecessary removal of the appen- 
dix. 

However, it is better occasionally to sacrifice a 
normal appendix than continually to grope about 
in diagnostic and therapeutic uncertainty. 

Appendectomy is indicated also in cases of con- 
stantly recurring appendicular colic and is recom- 
mended for patients with recurring attacks of pain 
in the cecum or appendix in whose families there 
have been several cases of severe appendicitis. It 
appears to the author that the great hesitancy and 
the doubting attitude of many surgeons with regard 
to the disease picture of chronic appendicitis, which 
extends to the placing of indications for operative 
interference, overreaches the mark. Cottey (Z). 


Deaver, J. B.: External Fecal Fistula Following 
Appendicitis. Ann. Surg., 1926, 1xxxiii, 782. 

The formation of a fecal fistula after acute ap- 
pendicitis is most common in cases in which drainage 
has been used, pressure necrosis from drains being 
the most constant factor responsible. Occasionally, 
however, a fistula follows the spontaneous rupture 
of an appendiceal abscess. 

There seems to be a special tendency for fistula 
to develop in cases in which the appendix is per- 
forated close to the cecum. This tendency is due 
no doubt to the difficulty in inverting the appendic- 
eal stump and the friability of the tissues which 
must be used for re-enforcement. 

Of 4,655 cases of acute appendicitis treated at the 
Lankenau Hospital, Philadelphia, a faecal fistula de- 
veloped in 5 per cent. In 39 per cent it healed 
spontaneously, in 49 per cent it was operated upon, 
and in 30 per cent the patient refused operation or 
was told to return later. 

The local and general results of a faecal fistula 
depend upon the distance of the fistula trom the 
stomach and the amount of intestinal contents that 
escapes. As they cause death from inanition, fistula 
high up require operation earlier than those lower 
down. 

As a preventive measure, gauze drains should be 
removed with the greatest care and the cavity 
flushed with normal salt solution to soften the secre- 
tions. 

In suppurative cases drains are essential. In 
extreme cases the wound should be packed open, 
even though hernia may result. In cases of sup- 
purative appendicitis with ulceration, angulation, 
and adhesions, the operation should be supplemented 
by an ileocolostomy above the affected bowel. This 
will usually prevent intestinal obstruction or the 
formation of a fecal fistula. If a fistula does occur 
after this procedure it may close spontaneously. 

Nearly all mixed fistula require operation, and a 
small percentage require two or more operations for 
their closure. Experience has shown that when a 
fistulous opening is surrounded by granulation tis- 


sue neither suturing nor the packing of the sinus 
with gauze is of any avail. 

The author allows time for spontaneous closure. 
In 55 per cent of his cases closure was obtained by 
inverting the fistula and using a re-enforcing purse- 
string suture. In 15 per cent an ileocolostomy was 
necessary because the lumen of the bowel did not 
allow the passage of the usual fecal stream. In 23 
per cent there was so much ulceration about the 
fistula that resection of the bowel and ileocolostomy 
were necessary, Tart G. Garsipe, M.D. 


Brisset: Neoplasm of the Transverse Colon; Extir- 
pation of the Neoplasm and of the Adhering 
Greater Curvature of the Stomach en Bloc; 
Cure (Néoplasme du transverse moyen; extirpation 
en un temps et en bloc du néoplasme et de la grande 
courbure adhérente; guérison). Bull. ef mém. Soc. 
nat. de chir., 1926, \ii, 142. 

A woman of 37 years was operated upon for 
what was believed to be a tuberculoma of the trans- 
verse colon. The findings at operation confirmed 
this diagnosis. “The tumor was the size of an orange 
and adherent anteriorly to the abdominal wall, be- 
low with several coils of the small intestine, and 
above with the stomach. ‘The adhesions to the ab- 
dominal wall and small intestine could be separated 
without great difficulty, but those to the stomach 
necessitated the removal of the greater curvature by 
transverse section en bloc with the tumor. The colon 
was Closed by end-to-end anastomosis. 

The true nature of the mass, which was a car- 
cinoma of variable structure— alveolar, colloid, and 
scirrhous—-was revealed only by microscopic exami- 
nation. 

In the ten months since the operation the patient 
has remained well. Ausert I. De Groat, M.D. 


Monsarrat, K. W.: High or Third-Degree Prolapse 
of the Rectum. Bril. J. Surg., 1926, xiv, 8o. 

High or third-degree prolapse of the rectum is a 
true invagination beginning at the juncture of the 
pelvic colon and the rectum. In certain cases it 
appears to have some relation to anal spasm. Such 
a prolapse may occur as an acute condition, causing 
symptoms of obstruction necessitating an emergency 
operation. 

Anatomically, it is a turning in of the rectum into 
itself, beginning at the upper end. 

As a chronic condition, its main symptoms are 
discomfort and difficulty in defacation, a peculiar 
rectal pain described as paralyzing, and the evacua- 
tion of mucus and blood. 

It must be differentiated from carcinoma and mu- 
cous colitis. Its clinical course is distinguished from 
that of carcinoma by its intermittency. Instead of 
the daily small stools with mucus and blood which 
are characteristic of cancerous ulceration there are 
intervals of complete freedom from discomfort which 
may extend over many months. To exclude mucous 
colitis, sigmoidoscopic examination is essential. 

SAMUEL Kaun, M.D. 
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Lockhart-Mummery, J. P.: Two Hundred Cases of 
Cancer of the Rectum Treated by Perineal Ex- 
cision. Bril. J. Surg., 1926, xiv, 110. 

This article is a report of the results obtained in 
200 consecutive cases of perineal resection of the 
rectum for cancer. Cases in which the growth was 
situated at or above the rectosigmoidal juncture 
were not included in the series as they were dealt 
with by the abdominoperineal operation. The larg- 
est number of the patients was between 55 and 60 
years of age and the next largest number between 
60 and 65 years One hundred and twenty-three 
were males. 

The most important predisposing cause of the 
disease, apart from age, is the presence of simple 
adenomata in the bowel. One malignant tumor in- 
hibits the development of another primary growth. 
An adenoma of the rectum is a definite precancerous 
condition to be dealt with as such. 

The operation for the removal of rectal cancer 
has passed through four periods. During the first 
period, surgeons removed the growth by splitting up 
the rectum and dissecting out the growth. ‘The 
second period was that of Kraske’s operation in 
which an incision was made over the rectum from 
behind and part of the sacrum was removed. Both 
of these methods were applicable to only a few se- 
lected cases and their results were almost invariably 
poor since serious sepsis was inevitable. ‘The ab- 
dominoperineal operation, which marked the next 
period, was the first great advance in the surgery of 
rectal cancer and a decided improvement over pre- 
vious procedures. It met two important require- 
ments, viz., free removal of the growth and surround- 
ing tissues and a technique which made it possible 
to eliminate sepsis. ‘The perineal operation should 
become the method of choice for all cases of true 
rectal cancer. 

The difference between the amount of tissue re- 
moved by this operation and that removed by the 
abdominoperineal route is very slight. A few more 
of the secondary glands in the base of attachment 
in the mesorectum and rather more of the pelvic 
peritoneum can be removed by the abdcminal route, 
but it is very doubtful if recurrence can be avoided 
when once these secondary glands have become 
involved. The few more inches of pelvic colon 
that are resected by the abdominal route probably 
make no difference as regards recurrence, since it is 
now known that spread along the bowel itself is 
very unusual beyond the immediate limits of the 
growth. 

The operation is done in two stages, a permanent 
colostomy being performed either a week beforehand 
or at the time of the resection. Either spinal or 
regional anwsthesia is used, and is supplemented by 
nitrous oxide and oxygen or twilight sleep. The 
patient is placed in the semi-prone position, head 
down, and, if a male, a catheter is tied into the 
bladder. The anus is first closed with a pursestring 
suture passed subcutaneously with a curved needle, 
and an incision is made from the base of the sacrum, 


passing around the anus and about 1 in. from it. 
The coccyx is removed by dissection and the deep 
fascia is divided transversely just in front of the 
sacrum. Both levatores ani muscles are divided 
close to the pelvic wall with scissors, and the rectum 
is then dissected off the vagina in the female or 
from the urethra and prostate in the male, until the 
peritoneum is reached. 

The peritoneum is opened and as much bowel 
drawn down as possible. ‘The mesorectum is clamped 
off as far back as can be managed and divided. The 
clamps are tied off, and after the peritoneal coat of 
the pelvic colon has been divided and stripped back 
for a short distance the bowel is crushed and divided 
with a cautery. The stump is ligatured and turned 
in with a pursestring suture and the wound in the 
peritoneum closed with catgut stitches. The wound 
itself is usually closed without drainage, but in a 
few cases a small rubber wick is inserted. 

The wound is not dressed for forty-eight hours. 
At the end of that time the blades of a pair of dress- 
ing forceps are introduced between two of the 
stitches and any accumulated fluid is allowed to 
escape. The patient is allowed out of bed on the 
fourteenth day, and is generally able to return home 
after from three weeks to a month. 

In 100 of the author’s private cases, there were 
three deaths, a mortality of only 3 per cent, while 
in 100 hospital cases there were fourteen deaths, a 
mortality of 14 per cent. The very marked differ- 
ence between the mortality in private and hospital 
cases was due to better nursing and better general 
conditions and recuperative powers in the former. 
Of the three deaths which occurred in the private 
cases, two were due to heart failure and one was the 
result of chronic sepsis. 

The figures given show that when the operation 
is performed under the most favorable conditions 
the mortality is only 3 per cent and the incidence of 
five-year cure is 50 per cent. This compares most 
favorably with the statistics for cancer of the breast 
and other organs. Morris H. Kaun, M.D 


Cuneo, B., and Bloch, J. C.: Resection of the Rec- 
tum in the Female (Contribution 4 l’étude de 
lamputation du rectum chez la femme). J. de chir., 
19260, XXVIII, 520. 

Cuneo and Bloch describe the anatomy of the 
female pelvis with special regard to the lymphatics 
and conclude that removal of the rectum in the 
female for carcinoma should be supplemented by 
hysterectomy and colpectomy. The two-stage op- 
eration is the procedure of choice. In the first stage 
the intestine is divided well above the lesion and 
the lower end is securely closed, inverted, and 
dropped back into the abdomen. ‘The upper end is 
then brought through the skin according to a tech 
nique described by Cuneo in 1923. The artificial 
anus is usually opened on the sixth day, and the 
radical operation performed from fifteen days to 
three weeks later. The rectal excision is delayed 
until the iliac anus is continent. The authors have 
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devised a simple light aluminum apparatus to keep 
the lips of the iliac anus together. 

The excision of the rectum may be done either 
by the perineal, abdominal, or combined route. 
Several excellent illustrations of the routes are in- 
cluded in the article. It is frequently difficult to 
determine beforehand which route will be best. In 
the authors’ opinion the abdominal route is easiest, 
but unfortunately it is feasible only when the cancer 
is high up in the rectum. When the growth is low 
down, it is never easy and frequently is impossible. 
Moreover, when the patient is fat or debilitated, 
the abdominal invasion may not be well tolerated 
and the Trendelenburg position is often contra- 
indicated. 

The perineal operation is more difficult and re- 
quires a very exact knowledge of the anatomical 
relations, but is less apt to cause shock and is the 
procedure of choice when the patient is fat and the 
neoplasm lies in the lower part of the rectum. 

The combined operation is indicated when the 
pelvis is very deep and the mass very low and it is 
impossible to remove the mass through the abdomen 
and the upper part of the rectum through the 
perineum. It may be indicated also when the tumor 
is high up but has a very short mesentery. 

The pre-operative preparation consists in the sub- 
cutaneous administration of 500 c.cm of serum 
daily for three or four days preceding the interven- 
tion, the use of digitalis for several days to support 
the heart, and rectal lavage. At the time of the 
operation the artificial anus is sealed over to pre- 
vent contamination of the operative field. 

The abdominal operation, which is a combined 
Wertheim and Hartmann procedure, consists briefly 
in separation of the anterior surface of the uterus 
and vagina after liberation of the ureters; separa- 
tion of the peritoneal attachments and exposure of 
the lateral and posterior surfaces of the rectum; and 
section of the rectum and vagina as far down as 
possible with the establishment of vaginal or perineal 
drainage. It is divided into four steps. 


ABDOMINAL OPERATION 

Step 1. Under spinal anesthesia a median lapa- 
rotomy incision is made, the suspensory ligaments 
of the ovaries and the round ligaments are tied and 
cut, the vesico-uterine peritoneal sheet is cut, and 
the vagina and uterus are separated from the blad- 
der as far down as possible. The ureters are then 
isolated and the uterine and vaginal vessels are tied 
and cut. 

Step 2. The rectal stump is liberated carefully 
from any adhesions that may be present and the 
rectum is separated from the parietes. The incision 
in the ovarian suspensory ligaments is then con- 
tinued backward alongside the rectum, an attempt 
being made to save as much as possible of the peri- 
toneum for future use. The sigmoid vessels are cut 
close to the intestinal wall in order not to endanger 
the blood supply of the artificial anus. The ham- 
orrhoidal vessels are divided through their main di- 


visions as the middle and superior hamorrhoidals. 
The rectum and vagina are now lying free in the 
pelvis and attached only inferiorly to the perineum 

Step 3. The vagina and rectum are separated 
from each other, clamped, divided, and removed 
from the pelvis. 

Step 4. A drain and three gauze packs are placed 
in the vagina and the peritoneum is sewed carefully 
over the pelvic floor. If it is feared that the pelvis 
may become contaminated from the vagina, the 
vagina is sutured and gauze packing is placed in 
the pelvis to be removed later through a perineal 
incision. The abdomen is closed tight without 
drainage. 

The gauze and drain are removed on the fourth 
day and thereafter until the vagina cicatrizes in, the 
pelvis is douched. The heart is supported through- 
out the postoperative period by strychnine and 
digitalis. On about the fourth day peristalsis is 
stimulated by the exhibition of atropine combined 
with small doses of morphine. 

PERINEAL OPERATION 

The perineal operation is a combined colpohyster- 
ectomy with resection of the rectum. The patient 
is placed in the lithotomy position, the operative 
region well iodized, and the anus closed with a 
pursestring suture. The procedure is divided into 
six steps. 

Step 1. The incision is made according to the 
type of case. Two incisions are described. The first, 
which is indicated when the neoplasm is in the 
ampulla and the anus is not involved, is passed first 
through the two ischial tuberosities with a slight 
convexity toward the vaginal introitus. The dissec- 
tion is then made upward in the space between the 
vagina and the anus for a distance of 2 or 3 cm. 
and two longitudinal incisions slightly curved me- 
dially are made from the posterior border of the 
transverse incision backward, one on either side of 
the anus, and brought together on the posterior sur- 
face of the coccyx. The ischiorectal fossa are thus 
opened up and the lateral surfaces of the rectum 
exposed. The inferior hamorrhoidal vessels are cut 
and tied. The coccyx is then resected and the pos- 
terior surface of the rectum exposed. ‘The hysterec- 
tomy is then performed. ‘The inferior wall of the 
introitus and vagina is incised in the midline to the 
depth at which it was at first separated from the 
anus, and then, with a pair of scissors, the vaginal 
wall is encircled, with care to keep away from the 
urethral orifice. In this way the vagina is separated 
from the introitus. The anterior and posterior walls 
of the vagina are grasped with several strong forceps 
so that traction may be exerted upon them during 
the rest of the hysterectomy. 

The second type of incision, which is indicated 
when the neoplasm is low down in the rectum and 
the anus is involved, is made around the two orifices 
of the anus and vagina, with care to keep away from 
the urethra. The vagina and anus are then isolated 
as described. 
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Step 2. ‘The anterior surface of the vagina is 
exposed. This is facilitated by traction on the for- 
ceps. The plane of cleavage between the bladder 
and vagina is followed upward to the vesicovaginal 
fold of peritoneum and the ureters are identified. 

Step 3. The vagina and rectum are then liberated 
in one piece from the lateral walls of the pelvis: 
The vaginal artery, the uterine artery at some dis- 
tance from the uterus, and the middle hemorrhoidal 
artery are ligated. Throughout this procedure the 
ureter is kept in view. 

Step 4. The uterus is freed. Up to this point the 
peritoneum has not been invaded. The peritoneum 
is now sectioned in front of the uterus and the 
fundus of the organ is seized with a pair of long 
forceps, the bladder being held away from the field 
by a large retractor. ‘The adnexa are then brought 
down and the ovarian suspensory ligaments and 
round ligament are cut and tied. The peritoneal 
incision is then extended to the lateral walls of the 
rectum and the uterus drawn out of the pelvis. 

Step 5. The invaginated colic stump is brought 
down and its vascular supply and peritoneum are 
sectioned and tied close to the wall until the rectum 
proper is reached. The pelvic mesocolon is then 
divided and the superior hamorrhoidal vessels are 
cut and ligated. The rectum, uterus, and vagina 
are now free and may be removed from the pelvis. 

Step 6. Peritonization is accomplished by bring- 
ing the peritoneum from the superior surface of the 
bladder back to the two sheets coming from the 
side walls of the pelvis to either side of the old rectal 
bed. A Mikulicz tampon is placed in the pelvis. 

No mention is made of a skin suture of any sort. 
The gauze tampon is removed on the fourth day, 
but the sac itself is allowed to remain until the 
ninth or tenth day. The cavity may be washed out 
with iodized water and a vioform pack may be 
placed in it daily. The wound cicatrizes in from 
six to eight weeks. 

The combined methods are discussed only briefly 
as they are merely separate steps of the two tech- 
niques described and are indicated when the surgeon 
experiences difficulty in the others. ‘The authors 
insist that a knowledge of both techniques is neces- 
sary for good work. Micuart L. Mason, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Hansen, S.: Congenital Atresia of the Biliary 
Tract, with Special Reference to the Etiology 
of the Condition (Uber die angeborene Atresie der 
Gallenwege mit besonderer Beruecksichtigung der 
Aetiologie der Krankheit). //osp.-Tid., 1926, Ixix, 
77: 


While congenital total absence of the gall bladder 
is occasionally found at autopsy in cases in which 
its clinical diagnosis was impossible, total atresia of 
the biliary tract means complete failure of liver 
function, which can be tolerated for only a limited 
period of time. The condition has been found in 


children who have lived for only a few days or, at 
the most, a few weeks, and in- whom the chief clini- 
cal sign was total absence of bile in the intestine. 
The 100 cases reported in the literature were so 
diverse that it is difficult to recognize from them the 
nature or the etiology of the condition. The follow- 
ing Case is reported: 

A six-weeks-old female child entered the clinic 
with congenital icterus and debility. The parents 
and a 3-year-old sister were well. The child was 
born three weeks prematurely and at birth was dis- 
tinctly icteric. After its birth the jaundice dimin- 
ished temporarily, but during the last few days it 
had increased. The child was breast-fed, but had 
vomited everything ingested in the last twenty-four 
hours. There were no convulsions. The tempera- 
ture at the time of the patient’s admission was 36.5 
degrees C. and in the evening rose to 38 degrees. 

The child appeared to be well-nourished, but was 
markedly icteric, and coarse rales were heard over 
both lungs. The abdomen was somewhat distended, 
and the liver extended to the umbilicus. There was 
no ascites. The urine was decreased in amount and 
contained biliary pigment, but no albumin or sugar 
One stool was clay-colored and fatty, and another 
very bloody. Death occurred on the following day. 
The clinical diagnosis was icterus, intumescentia 
hepatis, bronchitis, and enteritis. 

At autopsy the body weighed 3,830 gm. No de- 
formity or evidence of lues was found. All of the 
organs were bile-tinged. There were no abnormal 
findings other than those in the liver and biliary 
tract. The liver was enormously enlarged and harder 
than normal. Its surface was coarsely granulated 
with deep depressions and of brownish-green color 
with blue and yellowish-white areas. There was a 
well-defined perihepatitis, particularly below the 
diaphragm. Cross-section showed a severe cirrhosis 
with wide bands of fibrous tissue between which lay 
the nearly green liver parenchyma in small, irregular 
islands. The blood vessels were of normal caliber, 
but nowhere was it possible, even at the hilus, to 
pass the smallest sound into the biliary passages. 

At the normal site of the gall bladder there was 
a furrow in the liver border, but the gall bladder 
and biliary ducts were absent. In the duodenum 
there was a small papilla of Vater into which a 
sound could be passed for several centimeters, but 
only the pancreatic duct could be sounded; there 
was no common duct. In the hepatoduodenal liga- 
ment there was a cord-like structure where the 
common duct is usually found. : 

On microscopic examination of the liver the chief 
changes were discovered in the periportal tissues. 
These consisted in a dense connective tissue forma- 
tion and an increase in the biliary ducts. The biliary 
passages were in general smaller than normal, lined 
with cuboidal well-preserved epithelium and par- 
tially filled with bile. Some of them were tortuous 
and others straight. Many had numerous ramifica- 
tions. They were surrounded by a dense round-cell 
infiltration with only a few leucocytes. 
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These changes in the periportal tissues were well 
separated from the acini; no fibrous cords were found 
between the liver cells and the central veins. At the 
border between the acini and the connective tissue 
there was a row of round cells. Vascular formations 
were increased. The liver cells were of normal size 
and shape, the nuclei were well-stained, and the 
protoplasm was homogeneous and without vacuoles. 
The bile capillaries were filled with bile for quite a 
distance, but were not distended. Necrosis and 
leucocytic infiltration were not to be found. The 
liver capsule was thickened and in several places 
was connected with the periportal connective tissue. 

Serial sections through the lesser omentum re- 
vealed, in the region normally occupied by the com- 
mon duct, a cylindrical structure consisting of a 
nucleus of cuboidal epithelial cells with basal nuclei 
surrounded by a dense connective tissue with a con- 
centrically arranged lymphocytic infiltration. A 
lumen could not be made out. The pathologico- 
anatomical diagnosis was cirrhosis of the liver and 
atresia of the biliary tract. 

The cases of congenital atresia of the biliary tract 
reported in the literature are too diverse to be ar- 
ranged in a table. They vary from simple closure 
of the hepatic duct or common duct alone with en- 
largement, shrinkage, or absence of the gall bladder 
to absence of all of the biliary ducts as in the 
author’s case. Cirrhosis of the liver is a constant 
finding. 

The clinical symptoms are often quite puzzling. 
The interval from birth to the appearance of the 
icterus may range from one day to three weeks. 
Late appearance of the icterus may be explained by 
enormous dilatation of the proximal part of the 
biliary passages with the retention of considerable 
quantities of bile in the dilated excretory channels. 
A constant finding is the presence of biliary pigment 
in the urine. In most cases, the meconium is stained; 
the acholic faeces do not appear until shortly after 
birth. 

The viability of the infants varies with the se- 
verity of the anatomical changes. 

With regard to the etiology it is at first suggested 
that the cause is a defective anlage of the biliary 
tract, an embryological error. However, although 
in certain cases the condition is associated with 
other deformities, the embryological processes speak 
against such an explanation. An attempt to explain 
the condition in the same way as congenital intesti- 
nal atresia is the assumption of its origin from 
obliteration due to epithelial proliferation with over- 
growth by mesenchyme. Investigations do not sup- 
port this view. According to the most generally 
accepted theory, the cause is an inflammatory proc- 
ess in the fetus. The constant presence of cirrhosis 
raises the question as to whether the obliteration is 
primary and the cirrhosis is secondary, or whether 
cirrhosis associated with a cholangeitis is the pri- 
mary condition which leads to descending oblitera- 
tion as the result of descending inflammation of the 
biliary tract. 


In experiments on animals, ligation of the com- 
mon duct showed that the production of a cirrhosis 
by stasis is very inconstant. Because of this fact 
and because cirrhosis is a constant finding in con- 
genital atresia of the biliary passages, it seems logical 
to conclude that the cirrhosis is due, not to bile 
stasis, but to an inflammatory process in the fetus 
which leads to obliteration of the bile passages 
secondarily. 

The type of infection is not known. In some 
cases, syphilis may be responsible, but there are 
others in which this condition cannot be demon- 
strated. 

In the author’s case the presence of rests of the 
common duct in the hepatoduodenal ligament in 
association with definite evidence of a subsided in- 
flammation and scar-tissue formation in the sur- 
rounding regions indicated an inflammatory process 
in the fetus. Luz (Z). 


Chabrol, Bénard, and Bariéty: A Comparative 
Study of the Bile Pigments, Bile Salts, and 
Cholesterol in a Case of Fistula of the Common 
Duct (tude comparative des pigments, des sels 
biliaires et de la cholestérine dans une cas de fistule 
du cholédoque). Bull. et mém. Soc. méd. d. hép. de 
Par., 1926, xlii, 992. 

In the case of a patient with a biliary fistula the 
authors studied the excretion of bile salts, bile pig- 
ments and cholesterol, first by means of a T tube 
in the bile passages and later, after the external 
drainage had ceased and the tract had cicatrized 
in, by means of an Einhorn tube. 

They found that throughout the course of the 
experiment there was little variation in the amount 
of pigment, the lowest amount being 0.312 gm. and 
the highest, 1.14 gm. per liter. 

The amount of cholesterol was always lower than 
normal, averaging 0.32 gm. as against a normal of 
0.60 gm. This bears out their contention that with 
hypercholesterinemia due to gall stones the bile 
cholesterol need not be increased. 

The secretion of bile salts showed an increase 
after the removal of the drainage tube. The biliary 
index, i.e., the relation of the bile salts to the bile 
pigments was about 6 during the time of drainage 
whereas, normally, it is about 30 or 40. As soon as 
the normal flow had been established, it increased to 
32. This finding, the authors point out, is in accord 
with Schiff’s law of bile secretion, viz., that the sub- 
stances eliminated in the bile are again resorbed in 
the intestine to be returned to the liver. They be- 
lieve it possible that the loss of salts by way of the 
tube diminished the amount available for hepatic 
secretion. MicuAget L. Mason, M.D. 


Norris, G. W., and Farley, D. L.: Abscess of the 
Liver. Med. Clin. N. Am., 1926, x, 17. 

Abscess of the liver is comparatively rare. In 
most instances it is a secondary condition. The 
primary lesion may be quite obscure. Most liver 
abscesses fall into one of two groups, solitary 
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abscesses caused by entamocba histolytica and mul- 
tiple abscesses secondary to a point of infection 
within the field of drainage of the portal vein. The 
authors review the history and autopsy findings in 
a case representative of each type. 

Harry W. Fink, M.D. 


~ 


Udaondo, C. B., and Lanari, E.: Impregnation of 
the Kidney by Tetra-Iodophenolphthalein in 
Two Cases of Calculous Cholecystitis (Impreg- 
nacién renal por la tetrayodofenolftaleina en dos 
casos de colecistitis calculosa). Arch. argent. de 
enferm. d. apar. digest., 1926, i, 678. 


The authors have employed the intravenous in- 
jection of sodium tetra-iodophenolphthalein in the 
X-ray diagnosis of more than too cases of gall- 
bladder disease. In two cases there was an unusual 
elimination of the dye by way of the kidneys al- 
though the test had been performed in the usual 
way. The clinical diagnosis in these cases was 
cholelithiasis, and cholecystography was done to 
confirm the clinical findings. In the roentgeno- 
grams, which were made eight hours after the injec- 
tion of the salt, the gall bladder was visible and in 
addition an impregnation of the kidney on the same 
side was noted. ‘The renal pelvis and calyces were 
demonstrated as clearly as in pyelography. The 
authors offer no explanation for this unusual occur- 
rence. Wittiam R. Meeker, M.D. 


Guareschi, A.: Calculosis of the Dilated Cystic 
Duct (Calcolosi del dotto cistico ectasico). Ann. 
ilal. di chir., 1926, v, 280. 

The patient whose case is reported in this article 
was a 29-year-old woman with the typical symptoms 
of gall stones. The gall bladder could not be pal- 
pated. When deep pressure was made there was 
moderate pain at a point on the external margin of 
the right rectus muscle at the costal arch, and muscle 
resistance was noted. Roentgen examination showed 
many gall stones, but they were higher up and more 
toward the midline than the normal site of the 
gall bladder. : 

At operation, the gall bladder was found to be 
normal in form but somewhat decreased in size. It 
contained a small amount of fluid but no stones. 
About 1 cm. from what appeared to be the neck of 
the gall bladder the cystic duct was dilated to form 
a cyst about 3 cm. long and 2 cm. in diameter. 
Within the cyst there were eighty gail stones. The 
stones contained a large amount of calcium car- 
bonate. The operation was followed by uneventful 
recovery. 

The author believes that the abnormal sac full of 
stones was a dilatation of the cystic duct secondary 
to occlusion probably caused by a stone impacted in 
the neck of the gall bladder. According to his theory, 
the cystic duct acted as a substitute for the gall 
bladder after the occlusion of the latter, and as the 
patient had a calculous diathesis, all of the condi- 
tions favoring the formation of stones were trans- 
ferred to the new sac. Auprrey G. Morcan, M.D. 


Zawadzki, A.: Internal Drainage of the Bile Ducts 
by Means of a Tube Placed in the Ampulla of 
Vater (Le drainage duodénal transvatérien par tube 
perdu dans la cholédocotomie). Bull. ef mém. Soc. 
nat. de chir., 1920, lii, 130. 


To avoid the inconveniences of external drainage 
after interventions on the bile passages (viz., loss of 
bile, slowness of convalescence due to persistence of 
the fistula, secondary narrowing of the ducts, and 
the necessity for frequent lavage), the author has 
employed the method of Duval in twenty-seven 
cases. Drainage was satisfactory and in a few days 
the icterus disappeared and the faces became re- 
colored. The tube was eliminated after periods vary- 
ing from fourteen days to a year. No ill effects 
were observed even when the evacuation of the tube 
was greatly delayed. 

In two cases, however, a secondary operation was 
necessary to remove the tube. In two of the author’s 
fatal cases the drain was found displaced. In one it 
was doubled up in the common duct, and in the 
other was occupying a hepatic duct. Great care must 
be taken to dilate the ampulla completely and to be 
certain that the tube has passed into the duodenum. 

Of the eight deaths in the author’s twenty-seven 
cases there was only one in which inadequate drain- 
age could have been a contributory factor 

ALBERT FL Dre Groat, M.D. 


MISCELLANEOUS 


Stewart, R. L.: Retroperitoneal Cysts. Edinburgh 
M.J., 1920, n.s. xxxili, 432. 

Stewart defines true retroperitoneal cysts as those 
which lie in the retroperitoneal fatty tissues, do not 
arise in an adult organ such as the pancreas or kid 
ney, and are attached to the surrounding structures 
by areolar tissue alone. 

Krom the standpoints of etiology and pathology, 
cysts occurring in the retroperitoneal tissue are very 
closely allied to those found in the mesentery of the 
small intestine or the mesocolon. 

The author suggests the following classification of 
retroperitoneal cysts: 

1. Traumatic: blood cysts arising from encap- 
sulated hamatomata. 

2. Inflammatory: tuberculous cysts arising from 
glandular infection. 

3. Parasitic: hydatid cysts, usually secondary to 
echinococcal disease of the liver. 

4. Neoplastic: cysts arising from the degenera- 
tion of malignant tumors. 

5. Dermoid cysts. 

6. Developmental cysts. 

Only developmental cysts conform to the defini- 
tion of true retroperitoneal cysts. 

The most frequent pathological finding in cases of 
developmental cysts is a simple smooth-surfaced, 
unilocular cyst, the wall of which is formed of 
fibrous tissue with or without a lining membrane of 
epithelium. The contained fluid is usually straw 
colored, albuminous, and of low specific gravity. 
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From the standpoint of etiology, developmental 
cysts may be classified as: (a) lymphatic cysts, (b) 
enterogenous cysts, (c) mesocolic cysts, and (d) 
urogenital cysts. 

Sequestrated remnants of the developing uro- 
genital system, more particularly of the mesonephros 
or wolffian body, are believed by many authorities 
to be the most common source of retroperitoneal 
cysts. 

In the diagnosis of these cases the history is of 
little value. The one constant feature is a cystic 
tumor which must be differentiated from such con- 
ditions as mesenteric cyst, pancreatic cyst, mucocele 
of the gall bladder, cold abscess, ovarian cyst, and 
hydronephrosis. 

Great aid in the diagnosis is obtained from pyelo- 
ureterography. In the two cases reported in this 
article the cyst lifted up the ureter, displaced it 
medially, and flattened it out over its anteromedia] 
surface with the production of an obstructive hydro- 
ureter and hydronephrosis. Experience has shown 
that ureteral obstruction is not caused by the 
growth of intraperitoneal tumors or cysts as such 
neoplasms exert pressure mainly against the ex- 
pansile anterior abdominal wall rather than against 
the ureter lying posteriorly. 

A second diagnostic point is the appearance of 
the bismuth enema. In cases of tumor or cyst of 
renal origin on the right side the hepatic flexure is 
displaced downward. This does not occur in retro- 
peritoneal cysts. Moreover, true retroperitoneal 
cysts lie lateral to the ascending colon. 


The treatment of retroperitoneal cysts consists in 
enucleation of the cyst. If complete extirpation is 
impracticable, some form of marsupialization and 
drainage should be done. 

The author reports in detail two cases. One was 
unique in that the examination of the cyst wall 
showed it to have the structure of a compound cystic 
ovarian adenoma. Jacos S. Grove, M.D. 


Blair Bell, W.: The Technique of Closure of the 
Laparotomy Incisions. J. Obst. & Gynwe. Brit. 
E-mp., 1926, Xxxiii, 300. 

A large percentage of incisional hernia are due to 
imperfect suture of a laparotomy wound. ‘The essen- 
tial requirements, apart from asepsis, of a perfect 
procedure in the closure of an operative opening in 
the abdomen are given by the author as follows: 

1. The avoidance of apertures through the sutured 
peritoneum. 

2. The prevention of intra-abdominal adhesions 
to the back of the scar. 

3. The obliteration of all dead spaces. 

4. Overlapping closure of the aponeurosis with 
suitable material. 

5. Stay sutures that will keep the aponeurosis 
closed as it is sutured and which, when tied, will 
approximate the deeper part of the wound through- 
out and will not cut the skin. 

6. Neat closure of the skin edges to secure a good 
cosmetic result. 

The method employed by Blair Bell is described 
in detail. SamuEL Kaun, M.D. 














GYNECOLOGY 


UTERUS 


Grégoire, Béclere, and Darbois: Roentgen Exami- 
nation of the Uterus and Adnexa: Technique 
and Results (Ixamen radiologique de lutérus et 
des annexes: technique et résultats). J. de chir., 
1926, xxvii, 688. 

The intra-uterine injection of lipiodol performed 
with the ordinary attention to asepsis and under a 
pressure not exceeding 30 cm. Hg. is harmless. 
Even if the lipiodol passes into the peritoneal cavity 
it is well tolerated. If a preliminary injection of 
geloscopolamin is made the injection of lipiodol is 
practically painless. 

This procedure makes possible the roentgen ex- 
amination of the uterus and adnexa. If the injec- 
tion is made before the screen and if important 
phases are recorded by means of frontal and profile 
roentgenograms or, better, by stereo1oentgenograms 
with the use of a Potter-Bucky -diaphragm, this 
method of roentgen examination permits the great- 
est exactness in gynecological diagnosis. 

In the diagnosis of pelvic tumors it shows the 
exact site, form, and size of the uterine cavity and 
whether or not a tumor is in the uterus. If the 
tubes are permeable, it shows that the condition is 
not a tumor of the tube. It is of value especially 
in the difficult diagnosis between fibromata and 
cysts. 

In cases of metrorrhagia it may reveal the presence 
of an intra-uterine tumor and show exactly where 
an exploratory incision should be made. In the 
diagnosis of permeability of the tubes the injection 
of lipiodol under a known pressure is superior to 
insufflation of the tubes because it shows the per- 
meability of each tube separately and, if, a tube is 
not permeable, the site of the obstruction. 

Auprey G. Morcan, M.D. 


Cotte, G., and Bertrand, P.: Roentgen Examina- 
tion of the Uterus and Tubes After the Injec- 
tion of Lipiodol in Sterility and Dysmenorrhoea 
(Sur l’exploration radiologique de lV’utérus et des 
trompes aprés injection de lipiodol dans la stérilité 
et la dysménorrhée). Bull. Soc. d’obst. et de gynéc. de 
Par., 1926, Xv, 305. 

The injection of lipiodol is very much superior to 
the insufflation of air for the roentgen examination 
of the uterus and tubes because if any reflux occurs 
through the cervix it can be seen, which is not the 
case with air, and because it permits localization of 
the lesion. Several illustrative cases are cited in 
which the site of an occlusion of the tube was 
localized by means of lipiodol and overcome either 
by salpingostomy or the implantation of the tube 
in the uterus. Only a few pregnancies have occurred 


after such operations, but the fact that they do 
occur is suflicient reason for persisting in the use 
of the method. 

It is frequently possible also by means of lipiodol 
injection to discover an organic cause for dysmenor- 
rhoea incases in which no such cause can be found 
on physical examination. A girl of 21 years without 
any sexual history suffered so severely at each 
menstrual period that she was obliged to stay in 
bed for two days. Lipiodol examination showed the 
left tube distended and impermeable. Operation re- 
vealed a hydrosalpinx on the left side with sclero- 
cystic ovaritis. Unilateral castration on the left side 
was followed by recovery. 

In two other cases of dysmenorrhoea in which the 
examination showed ptosis of the uterus with pro- 
lapse of the tubes into the pouch of Douglas, fixa- 
tion of the uterus was done. 

It has been objected that the examination with 
lipiodol shows only the condition of the tubes, while 
it is the condition of the ovaries that is important. 
However, if lesions of the tube are shown, operation 
is indicated and operation will show any lesions of 
the ovary that are present. 

The authors have performed about fifty such ex- 
aminations and in none of the cases have they noted 
the slightest ill effect. The examination should be 
performed with the strictest precautions for asepsis, 
and the patient should stay in bed for several hours 
afterward. ‘The authors believe that the danger of 
infecting the peritoneum with bacteria from the 
tubes is more theoretical than real. They have 
never seen the slightest rise of temperature in 
cases of acute or subacute adnexitis in which they 
have made the examination. 

Aubrey G. Morcan, M.D. 


Murray, H. L.: Myomectomy: A Report of Sixty 
Cases of Enucleation of Fibroids from the Non- 
Gravid Uterus. J. Obst. & Gynec. Brit. Emp., 1926, 
XXXili, 240. 

The author has done sixty operations for the re- 
moval of uterine fibroids by the abdominal route 
with preservation of the uterus. The fibroids in all 
cases were lying wholly or partly within the uterine 
wall. 

Murray has found that uteri apparently muti- 
lated by the enucleation of multiple fibroids have 
a power of recuperation ,and involution incredible 
to those who have not tested it. Contra-indications 
to the conservative operation are severe anemia, the 
cases of women who have passed the child-bearing 
age (unless the operation can be very simple), cases 
of multiple fibroids which cannot be enucleated, and 
cases of fibroids associated with serious tubal or 
ovarian disease. 
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While degeneration should be not considered a 
contra-indication, it may cause some technical diffi- 
culty due to the softness of the tumor and the state 
of the capsule. The author has never seen any com- 
plication caused by the escape of fluid from areas of 
liquefaction into the peritoneal cavity. 

Before the enucleation, a preliminary incision 
should be made very definitely into each fibroid, 
particularly the larger ones, as there is often a thin 
zone of condensed musculature around a fibroid and 
this may easily be mistaken for its periphery. 
Hemorrhage should cause no trouble as the vascular 
bundles in the capsule are resistant and can easily 
be brought so near the surface on the finger that 
forceps can be applied to them before they are 
severed. ‘The cavity should be closed in layers with 
a continuous or mattress suture of plain catgut in- 
troduced with a round-bodied needle. When sub- 
mucous fibroids are suspected there should be no 
hesitancy in opening the uterine cavity. 

A large percentage of the women who were oper- 
ated upon have since given birth to children normally. 

Apert W. Horman, M.D. 


Dalsgaard-Nielsen, T.: One Hundred and Sixty- 
Four Cases of Cancer of the Uterus (164 Faelle 
von Gebaermutterkrebs). J/osp.-Tid., 1926, |xix, 64. 

The author reports upon 164 cases of carcinoma 
of the uterus which were treated in the period from 
1913 to 1923. Of thirty women subjected to the 
Wertheim operation, four had a carcinoma of the 
body of the uterus. Of the latter, three remained 
free from symptoms for eleven years. One patient 
died soon after the operation. 

Of twenty-six women with carcinoma of the cer- 
vix, seven (27 per cent) remained free from symp- 
toms for eleven years, ten (39 per cent) died of 
recurrence, and nine (35 per cent) died soon after 
the operation. 

Of ninety-four women with carcinoma of the cer- 
vix who were treated by irradiation (radium and the 
roentgen rays), 16 per cent remained free from 
symptoms up to three and a quarter years, 55 per 
cent were benefited up to three and a half years, 
and about 30 per cent were not benefited. Of 
twenty-one whose condition was operable, 29 per 
cent remained free from symptoms up to two and 
a half years, 62 per cent were benefited up to three 
and a half years, and about 10 per cent were not 
benefited. Of seventy-three whose condition was 
inoperable, 12 per cent remained free from symp- 
toms up to three and a quarter years, about 52 per 
cent were benefited up to two and a half years, and 
about 37 per cent were not benefited. 

In inoperable cases irradiation treatment is a 
great advance. By this treatment it is nearly always 
possible to stop the hamorrhage and discharge and 
frequently the patient’s condition is so much im- 
proved that she is able to return to her work for a 
considerable length of time. In some cases a cure 
may be obtained. Irradiation therapy is indicated 
also in operable carcinoma of the cervix as its re- 


sults are as good as those of operation and its mor- 
tality is less than that of operation. 

In carcinoma of the body of the uterus the results 
of operation are very good and irradiation is indi- 
cated only when operation seems inadvisable on 
account of the general condition. SAENGER (G). 


Holl, E.: A Report on the Question of the Relation- 
ship Between the Blood Picture and the Prog- 
nosis of Irradiated Carcinoma of the Uterus 
(Beitrag zur Frage des Zusammenhangs zwischen 
Blutbild und Prognose beim bestrahlten Gebaermut- 
terkrebs). Arch. f. Gynack., 1926, cxxvii, 708. 

This article is based upon forty-three cases of 
carcinoma of the cervical portion of the uterus, six 
cases of carcinoma of the body of the uterus, and 
two cases of carcinoma of the vulva. The irradia- 
tion was performed according to the Seitz-Wintz 
method. The blood picture was examined usually 
before and then from eight to eleven days after 
both irradiations. A favorable clinical course follow- 
ing the primary irradiation was found to be associ- 
ated with a relative and a small absolute increase 
in the lymphocytes or an already increased relative 
lymphocyte value. Following a fall of short dura- 
tion immediately after the irradiation, the lympho- 
cytes in such cases increased again rapidly, their 
number rising beyond the normal number. 

A low lymphocyte count before the irradiation, 
a further fall, or a delayed or only slight rise after 
the primary irradiation was in almost every instance 
a sign of very poor reparative powers and an un- 
favorable prognosis. In the cases in which the 
lymphocyte value has not been recovered after six 
weeks an unfavorable outcome was foreseen. 

The author always found, as did Bock, that fol- 
lowing irradiation the cases which were to end 
favorably could be recognized as such from the 
erythrocyte picture as well as the lymphocyte pic- 
ture. This contradiction of Naegeli’s theory is ex- 
plained by the fact that Naege!i based his observa- 
tions upon cases that were not irradiated. 

Observations in five cases with a favorable clinical 
course showed that subsequent flaring up of a car- 
cinoma previously regarded as cured cannot be pre- 
dicted from the blood picture. Unlike other investi- 
gators, the author was unable to find that an 
eosinophilia indicated a tendency toward cure. The 
difference between the time of the increase in the 
lymphocytes observed by him and that reported by 
Bock is attributed solely to differences in the irradia- 
tion technique. Bock (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Bacialli, L.: Examination for Koch’s Bacillus in the 
Blood in Tuberculous Affections of the Female 
Genitalia (La ricerca del bacillo di Koch nel sangue 
delle affezioni tubercolari genitali femminili). Riv. 
ital. di ginec., 1926, iv, 539. 


There is considerable discrepancy in the reports 
of different authors in regard to the discovery of 
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tubercle bacilli in the blood in tuberculosis of the 
female genitalia. In 1914, Bacialli began a series of 
examinations in which he stained blood smears by 
the Stauebli-Schnitter method. He found acid-fast 
bacilli in all of his cases of tuberculosis of the female 
genitalia. The war prevented confirmation of his 
findings by animal experiments. Since. in the mean- 
time, his methods were seriously criticized by De 
Amicio, he resumed the experiments by another 
method two years ago. He cultivated the blood on 
Petragnani’s medium of milk, potato starch, pep- 
tone, egg, glycerin, and malachite green and made 
inoculations into guinea pigs. The blood was taken 
from severe cases of tuberculosis of the female geni- 
talia. ‘The results were almost constantly negative. 
Bacialli thinks the question is not yet absolutely 
settled, and that the investigation should be con- 
tinued with various techniques since the difference 
in the results of experiments may be due to technical 
errors. AuprEY G. Morcan, M.D. 


Rubin, I. C.: Sterility Associated with Habitual 
Amenorrhaea_ Relieved by X-Ray Therapy. 
Am. J. Obst. & Gynec., 1926, xii, 76. 

Rubin states that habitual amenorrhoea is asso- 
ciated with sterility in about 5 per cent of the cases, 
and pregnancy occurs in about 5.5 per cent of cases 
that are untreated. 

Of twelve women with this condition whom he 
treated with mild doses of X-ray, nine (75 per cent) 
subsequently became pregnant. Only one of the 
latter aborted. The rest were delivered at term of 
normal children. The seven delivered by Rubin 
gave birth to six males and one female. 

The X-ray irradiation of the ovaries resulted in 
restoration of the menses in eleven of the twelve 
cases of amenorrhoea. X-ray irradiation of the hypo- 
physeal area and of the thyroid appears to give addi- 
tional benefit. Hypophyseal irradiation was given 
in the cases of two of the women who became preg- 
nant and two of those who did not. One of the 
women who became pregnant also received thyroid 
irradiation. 

Insufflation of the tubes through the uterus and 
endocrine therapy increase the therapeutic action 
of the X-rays in amenorrhcea with sterility. 

As the ovaries were found to be definitely enlarged 
before the treatment in eight of the nine cases in 
which the sterility was treated successfully, careful 
examination with regard to the size of the ovaries 
may prove of aid in the selection of the cases suit- 
able for ovarian stimulation. When no ovarian en- 
largement is found, irradiation of the hypophyseal 
area of the thyroid may be more advisable than 
irradiation of the ovaries and should certainly pre- 
cede it. E. L. Cornect, M.D, 


Spencer, H. R.: Two Cases of Adenofibroma of the 
Ovary. Proc. Roy. Soc. Med., Lond., 1926, xix, 
Sect. Obst. & Gynee., 105. 


The cases of adenofibroma of the ovary reported 
in this article are of interest particularly because of 


the rarity of this type of tumor. Only three other 
cases have been reported. These also were reported 
by the author. 

Spencer calls attention to the association of the 
adenofibroma with multilocular ovarian cystoma, 
this occurring in one of the two cases in the same 
ovary and in the other in the opposite ovary. Of 
the five cases reported to date, cystic disease of the 
ovary was foundin four. Macnus P. Urnes, M.D. 


Delannoy, E., and Breton, A.: A Case of Ovarian 
Epithelioma of Wolffian Origin (Un cas d’épi- 
thélioma wolffien de Vovaire). Bull. Soc. d’obst. et 
de gynéc. de Par., 1926, xv, 239. 

A woman 55 years of age who gave a history of 
abortion in the second month of pregnancy at the 
age of 28 years and who had passed the menopause 
at the age of 50, sought treatment for metrorrhagia 
which began five months before she consulted the 
authors. The bleeding was profuse but not painful, 
and was not alleviated by rest. Complaint was made 
also of constipation and a sense of weight in the 
lower abdomen. The patient had lost 8 kilos in 
weight and was very anemic. 

The general examination was negative. Vaginal 
examination revealed a smooth, very hard regularly 
rounded, and slightly movable mass the size of a 
fist in the right fornix and cul-de-sac. The cervix 
was rather small but normal, and the body of the 
uterus was of normal size and mobile. 

As the mass was believed to be maligant, a total 
hysterectomy with removal of the adnexa was done. 
The tumor was slightly adherent in its posterior 
portion, but there was complete absence of ascites. 
Apparently there were no metastases. 

Pathological examination showed the growth to 
be a cylindrical carcinoma or a cylindrical epithe- 
lioma of the ovary. 

The author believes the tumor was derived from 
wolffian rests. SALVATORE DI PALMA, M.D. 


MISCELLANEOUS 


Schroeder, R.: Backaches (Ueber Rueckenschmer- 
zen). Zentralbl. f. Gynaek., 1926, 1, 947. 

Schroeder first reviews the various causes of the 
complex symptom of backache. Among the genital 
causes is passive mobile displacement of the uterus 
in the form of simple retroflexion, descensus, or 
prolapse. Deep backache is often due to a chronic 
lymphangitis or a contracture of the sacro-uterine 
ligaments which latter can be recognized from the 
pain caused by traction on the portio and is due to 
wounds and erosions of the cervix. 

Among the extragenital causes the author men- 
tions affections of the kidney pelvis and the ureter. 
A most important cause is strain on the lower 
abdomen resulting from relaxation of the abdominal 
wall with ptosis of the abdominal viscera. During 
respiration in such cases the upper part of the ab- 
domen is drawn in while the lower portion is pushed 
out. The vagina is then subjected to a positive pres- 
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sure downward, whereas in the healthy woman in 
the standing position the pressure in the vagina is 
negative. 

In the treatment of such anomalies associated 
with easy fatigue of the muscles the patient must be 
given a support to lift the protruding lower abdomen. 
In cases of true pendulous abdomen, a firm binder is 
necessary. Gradually increased exercises are indi- 
cated to strengthen the abdominal and back muscles. 
Important preventives are modern sports and bodily 
exercise. The author recommends bending of the 
back and knees, raising the body to the sitting posi- 
tion from the recumbent position, and the raising of 
both legs. Other essentials in the prevention of the 
condition are proper clothing and good care during 
the puerperium. Guern (F). 


Newell, Q. U.: The Use of Iodinized Oil (Iodipin) 
as a Diagnostic Aid in Gynecology. Am. J. 
Obst. & Gynec., 1926, xii, 189. 

In cases of sterility in which the tubes are ob- 
structed the author has found injections of iodinized 
oil of value in determining the character and loca- 


tion of the obstruction and whether the case is 
suitable for operation. 

When several masses are palpable within the 
pelvis, X-ray study following such injections will 
clearly differentiate the uterus from the other 
masses. 

In cases in which the pelvis is blocked by one 
large mass, the use of iodinized oil will reveal whether 
the tumor has its origin in the ovary or the uterus, 
and when a foreign body is present it will show 
whether the foreign body is within or outside of the 
uterine cavity. 

The method is of value also in the differentiation 
of chronic appendicitis from salpingitis on the right 
side and of tuberculous salpingitis from common 
salpingitis. 

It reveals the size of the uterus and shows whether 
the cavity is encroached upon by a mass such as a 
fibromyoma or a carcinoma of the fundus. 

In conclusion, the author states that injections 
of iodinized oil, carefully and skillfully done, are 
not likely to cause any harm. 

. I. L. Cornett, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Hirst, J. C., 24, and Long, C. F.: The Early Diag- 
nosis of Pregnancy by Methods of Precision: 
Further Observations on Sugar-Tolerance 
Tests; Final Report. Am. J. M. Sc., 1926, clxxi, 
840. 


The authors review the various laboratory meth- 
ods for the early diagnosis of pregnancy. ‘They 
regard all of them as unreliable except the method 
of Frank and Nothmann which they have modified. 
In 1923 they made a preliminary report on the use 
of the latter method in a series of thirty-nine cases 
with accuracy of diagnosis in 95 per cent. 

Experimental work in this field has been domi- 
nated by two ideas: (1) that pregnancy causes the 
appearance of a specific protein in the blood, and 
(2) that women in the early months of pregnancy 
are prone to transient glycosuria and this can be 
induced by the feeding of carbohydrates. 

The tests based on the first theery are the Ab- 
derhalden reaction, Erede’s anaphylactic reaction, 
Costa’s novocain-formalin reaction, Dienst’s reac- 
tion, and the red blood corpuscle sedimentation test. 

Those based on the second theory are the Rou- 
bitschek adrenalin test, the phlorizin test, and the 
alimentary glycosuria test of Frank and Nothmann. 

The Frank and Nothmann test is based on the 
observation that after the feeding of too gm. of 
glucose on a fasting stomach in the case of a preg- 
nant woman, glycosuria without hyperglycemia will 
appear within the course of two hours. This is noted 
with constancy only during the first three months 
of pregnancy and immediately disappears following 
the separation of the placenta from the uterine wall 
or the death of the fetus. 

The simplified technique for the Frank and Noth- 
mann test which is used by the authors is a's follows: 

1. The patient is given an average supper the 
night previous to the test. 

2. On the day of the test the first morning speci- 
ment of urine is collected. This must be negative 
for sugar by Fehling’s qualitative test before the 
glycosuria test is begun. 

3. Breakfast on the day of the test is omitted. 

4. The calculated dose of table sugar is given, 
dissolved in two tumblers of water flavored with 
half a lemon each. The dose is computed by using 
7.5 gm. of table sugar for every 10 lbs. of body 
weight, except that the maximum total must not 


‘exceed 150 gm. 


5. Voluntarily voided specimens of urine are col- 
lected one hour and two hours after the administra- 
tion of the dose, and in the cases of patients going 
to operation the same day or under any nervous 
strain, a third hour specimen is also collected. 
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These are tested for sugar by Fehling’s qualitative 
method. 

If either of the hourly specimens of urine shows 
a definite reduction of the Fehling’s solution such 
as would be termed “ positive for sugar”’ in a routine 
analysis, the test is considered positive. 

Routine blood-sugar determinations are not made 
because the work done by the authors in 1923 
showed that this type of glycosuria is associated 
with normal blood-sugar values. 

Of 150 patients subjected to the test, eighty-eight 
were pregnant. Of those who were pregnant, eighty- 
three (94 per cent) reacted positively. Of the non- 
pregnant group, fifty-seven (g2 per cent) reacted 
negatively. Despite the percentage of error, the 
authors believe that the procedure described is the 
most accurate laboratory method of diagnosing early 
pregnancy before the gynecological signs appear. 

-atients with endocrine obesity, exophthalmic 
goiter, diabetes, or severe hepatic disturbances are 
not amenable to the test because their carbohydrate 
metabolism is already abnormal. 

Cuaries I, DuBots, M.D. 


Gauss, C. J.: A Probable Sign of Pregnancy (Ueber 
ein wahrscheinliches Schwangerschaftszeichen). Zen- 
tralbl. f. Gynack., 1926, 1, 875. 

For many years the author has noted that in the 
first month of pregnancy the cervix of the uterus 
has an unusual mobility as compared with the body 
of the uterus, it being possible to move it laterally 
and forward and backward without moving the 
corpus. In making this test care must be taken not 
to confuse cases of early pregnancy with cases in 
which the mucosa of the portio is very thick and 
movable. 

The author is aware that this peculiar mobility 
is due to the changes of which Hegar’s asthenic 
compressibility is another sign. ‘The anatomical 
bases of the mobility are discussed in detail. 

In the isthmic portion of the human uterus there 
is a pseudo-joint for which there are numerous pos- 
sible causes. Moreover, it is evident from the ar- 
rangement of the uterine musculature that the 
isthmus is a relatively weak area which is particu- 
larly susceptible to the action of extra-uterine forces 
such as the pressure of the bladder and intestines 
and the intra-abdominal pressure. As the 1esult of 
certain changes this weakness is considerably in- 
creased. 

Of 258 cases in which the author made an exami- 
nation for isthmic mobility he found it absent in 
only two. Whether this sign becomes more distinct 
with advancing pregnancy, Gauss is as yet unable 
to state. In early pregnancy, however, the new sign 
is superior to Hegar’s sign, but since, like the latter, 
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it is sometimes found inthe non-gravid uterus, it can 
be regarded only as a probable sign of pregnancy. 
Bock (G). 


Puppel, E.: Contributions on the Clinical Aspects 
of Pyelitis (Beitraege zur Klinik der Pyelitis). 
Monatsschr. f. Geburtsh. u. Gynack., 1926, \xxii, 224. 

In twenty-five of fifty-four cases of pyelitis the 
condition was found on the right side and in ten on 
the left side. In twelve it was bilateral. This coin- 
cides with the usual findings. There were seventeen 
acute cases with fever occurring with or without 
pregnancy and thirty-seven chronic cases usually 
without fever but with backache, pain in the region 
of the kidneys, cloudy urine, and dribbling of urine. 

Although Stoeckel does not admit the possibility 
of infection of the urinary passages from the vagina, 
the most common local cause was severe leucorrhoea. 
Pediatricians recognize vulvitis in small girls as the 
chief cause for the first appearance of pyelitis. 
Other causes are ascending gonorrhoea; inflamma- 
tions in the true pelvis, including chronic appendi- 
citis; vaginal operations; and, in rare instances, 
defloration and colds. 

Accordingly, the author distinguishes a hamatog- 
enous, a stasis (in constipation), a lymphogenous, 
and an ascending pyelitis. The duration and course 
of the condition vary widely. 

The acute attack may be overcome by clinical 
treatment in two or three weeks, but this does not 
necessarily mean a permanent cure. Ureteral cathe- 
terization is indispensable for both diagnosis and 
therapeusis. It is frequently followed by a prompt 
fall in the temperature. Other measures to be con- 
sidered are irrigation of the bladder with silver 
nitrate and intravenous injections of jodonascin. 
The use of urotropin in cases with non-acid urine is 
without value. In none of the cases reviewed was 
it necessary to interrupt the pregnancy on account 
of the pyelitis. 

The development of severe gonorrhoeal and post 
operative pyelitis is explained by penetration of the 
ureter due to the presence of infection in the bladder. 
The symptoms vary from attacks of high fever with 
severe headache, vomiting, chills, and at times se- 
vere pain at McBurney’s point to simple bacteriuria. 
Acute cases are seldom diagnosed erroneously. ‘The 
urinary findings prevent confusion of the condition 
with appendicitis or puerperal fever. 

Branvess (G). 


Lazard, E. M., Irwin, J. C., and Vruwink, J.: The 
Intravenous Magnesium Sulphate Treatment 
of Eclampsia. Am. J. Obst. & Gynec., 1926, xii, 104. 

This report is based upon cases of toxwmia of 
pregnancy which resulted in convulsions and cases 
in which treatment was directed toward the preven- 
tion of convulsions. 

There were forty-five cases of toxamia in which 
magnesium sulphate was given intravenously in ad- 
dition to the usual pre-eclampsia treatment in an 
attempt to prevent the occurrence of eclampsia. In 


nine, the first injection was given during labor, and 
in three after delivery. In thirty-three, the treat- 
ment was begun from one day to four weeks before 
delivery. Of six patients who developed convulsions, 
four had had only one injection, one had had four 
injections, and one had had three injections. Thirty 
had a spontaneous delivery; three, an induced labor; 
five, an assisted labor (forceps or version); and 
seven, a cesarean section. There were thirty-four 
living babies, six premature stillbirths, and three 
full-term stillbirths. The death of one of the full- 
term infants was due to premature separation of the 
placenta. 

There were 103 patients with eclampsia with one 
or more convulsions. In fifty, the eclampsia devel- 
oped before labor, in twenty-five during labor, and 
in twenty-eight after labor. The total number of 
deaths from all causes was fourteen, a gross mortal- 
ity of 13.6 per cent. One patient recovered from 
the eclampsia but died three weeks later from sepsis. 
One died of surgical shock following section six days 
after recovery from eclampsia. These two cases 
should be included among the recoveries from 
eclampsia. One patient was moribund when she 
first came under observation, and in two the condi- 
tion was proved by autopsy to be a nephritic uramia 
without any typical eclamptic changes. 

There were forty-seven spontaneous labors, ten 
forceps extractions, three versions, one breech ex- 
traction, eight bag inductions, and eight cawsarean 
sections. 

The authors draw the following conclusions: 

1. The intravenous administration of magnesium 
sulphate in suflicient dosage will prevent the devel- 
opment of convulsions and will control them after 
their onset. 

2. Under intravenous magnesium sulphate treat- 
ment the corrected mortality in a series of cases of 
eclampsia was 9g per cent. 

3. The mortality is highest in the true nephritic 
type. 

4. Surgical interference in eclampsia should be 
limited to assisting labor (in the second stage) on 
definite obstetrical indications. 

5. Cwsarean section is contra-indicated in eclamp- 
sia except in the presence of absolute obstetrical 
indications. ik. L. Cornett, M.D. 


Schultze-Rhonhof, F.: Population Statistics with 
Regard to Pulmonary Tuberculosis in Preg- 
nancy (Bevoelkerungsstatistisches zur Lungentu- 
berkulose in der Schwangerschaft). Zentralbl. f. 
Gynack., 1926, 1, 779. 

In the Menge clinic it is not regarded as certain 
that pulmonary tuberculosis always necessitates in- 
terruption of the pregnancy. ‘To date, the superior- 
ity of such active treatment has not been proved. 

As nearly all clinical statistical reports are based 
on small numbers of cases, the author studied the 
statistics from the statistical departments of Baden, 
Prussia, and Bavaria for the years 1905 to 1922 with 
regard to the total mortality, the mortality from 
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tuberculosis of all types, and the mortality of pul- 
monary tuberculosis according to age and sex. 

The mortality from pulmonary tuberculosis among 
females showed a definite increase in the third 
decade of life but the corresponding mortality among 
males showed a similar rise. On the other hand, in 
the age period from birth to 15 years of age the 
mortality from pulmonary tuberculosis was higher 
among females than that among males. 

With the decrease in the number of births in the 
period from 1go5 to 1913 there occurred also a de- 
crease in the mortality of pulmonary tuberculosis 
among females, but this decrease occurred much 
more slowly than the decrease in the birth rate and 
a similar decrease was noted in the mortality among 
males. On the other hand, in the period from 1914 
to 1920, the mortality from tuberculosis among both 
males and females was opposite to the birth curve. 

The author believes that these findings greatly 
weaken the hitherto accepted theory concerning 
tuberculosis in pregnancy. Following a review of 
the findings of Pankow and Kuepferle, whose fig- 
ures he does not regard as of much value, he con- 
cludes that in the majority of cases, pregnancy, 
labor, and the puerperium have no effect upon an 
already existing pulmonary tuberculosis. 

Bock (G). 


Nuernberger, L.: The Problem of Injury to the 
Fetus by Syphilis (Zum Problem der luischen 
Fruchtschaedigung). Zentralbl. f. Gynack., 1926, 1, 
7O5- 

For the recognition of all congenitally syphilitic 
children, an immediate X-ray examination of the 
extremities of the child is necessary in addition to 
examination of the retroplacental blood and blood 
from the umbilical cord. When syphilis is even 
slightly suggested by the history or the findings in 
the mother or child an X-ray examination should 
be made again after eight weeks and if this proves 
negative a Wassermann test should be made of the 
mother and child. X-ray examination of the child’s 
skeleton is absolutely necessary since bony changes 
are not infrequently the only signs of syphilis; these 
include periostitis ossificans as well as osteochon- 
dritis. ‘The absence of such bony changes, however, 
does not definitely exclude congenital syphilis. 

Of 145 children in whom syphilis was suspected, 
but who at first showed no evidence of any illness, 
the author was able to keep thirty-one under obser- 
vation for several years after their birth. Of the 
latter, six subsequently showed evidence of active 
syphilis, and in eleven signs of latent syphilis de- 
veloped, six having a positive Wassermann reaction 
and five showing periostitis ossificans. In fourteen, 
no sign of syphilis could be found throughout the 
period of observation. Latent syphilis in children 
frequently escapes recognition because the child 
often appears entirely normal and therefore no sub- 
sequent examinations are made. 

With regard to previous treatment of the mother, 
the following conclusions are drawn: 





At least every other child of a syphilitic woman 
who is not treated for syphilis is born dead. 

Of the children of 100 syphilitic women who were 
not treated for syphilis five will be healthy and 
ninety-five will be syphilitic. 

Of the children of 100 syphilitic women treated 
only before pregnancy, from seven to twenty-two 
will be healthy. 

Of the children of too syphilitic women treated 
during pregnancy, from seven to twenty-two will be 
syphilitic. 

Every pregnant syphilitic woman must be treated, 
regardless of whether the syphilis is active or latent 
and regardless of whether she has been treated pre- 
viously. A careful course of treatment is advisable 
even when the Wassermann test has become nega 
tive Hannes (G). 


Kraul, L., and Bodnar, L.: The Effect of Anti- 
Syphilis Treatment upon the Fetus (Ucber die 
Wirkung der antiluetischen Behandlung auf den 
Fetus). Arch. f. Gynack., 1926, cxxviii, 238. 

By chemical methods, the Marsh mirror test for 
arsenic, and the micro-analytical luminescence test 
of Donan for bismuth, the authors were able to 
establish the presence of these elements in the blood 
and amniotic fluid of fetuses whose mothers had 
been given anti-syphilis treatment during pregnancy. 

They therefore concluded that anti-syphilis treat- 
ment of pregnant women serves not only to protect 
the fetus against infection but to combat already 
established fetal syphilis. At no period during preg- 
nancy is it too late to begin such treatment. The 
transmission of both medicaments to the fetus is 
believed to be brought about by the placenta. 

WERNER (G). 


Klaften, E.: Antisyphilis Treatment of Pregnant 
Women and the Prophylactic Care of the New- 
born (Ueber die antisyphilitische Behandlung der 
Graviden und die Praeventivkur der Neugeborenen). 
Arch. f. Gynack., 1926, Cxxvili, 371. 

The author studied the diagnosis and treatment 
of syphilis in pregnant women at the von Poham 
clinic. In this article he describes his own method 
of treatment and emphasizes the importance of in- 
tensive therapy begun as early as possible. Even 
when pregnancy is advanced, such treatment may 
be of considerable benefit. Klaften at first used 
mercury and salvarsan, but since the introduction 
of bismuth in the treatment of syphilis, has em- 
ployed a combination of bismuth and salvarsan. In 
the use of neosalvarsan he begins with an injection 
of o.15 gm. and then increases to 0.3 gm., giving 
this dose twice a week until a total of from 4.2 to 
5 gm. is reached. Severe untoward effects have 
never been observed following this treatment. 

Of the bismuth preparations he uses chiefly bis- 
mogenol, giving it intragluteally in doses of from 1 
to 1% c.cm. until a total of 30 c.cm. has been 
administered. Particular care is necessary only in 
the presence of severe kidney damage and signs of 
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cardiac decompensation due to organic heart or 
vascular disease. 

Prophylactic treatment of the newborn is advisa- 
ble when the treatment of the mother has been 
insufficient. This should be begun immediately after 
birth, before there are any clinical signs of syphilis. 
The treatment consists in the administration of 
1/100 gm. of protojoduratum hydrargyri in milk 
three times a day and a deep intragluteal injection 
of o.1 gm. of neosalvarsan each week, continued for 
twelve weeks. WERNER (G). 


Gill, J. J.: Report of a Case of Choriocarcinoma of 
the Uterus Complicating Pregnancy. Am. J. 
Obst. & Gynec., 1926, xii, 203. 

The patient whose case is reported by Gill was a 
woman 21 years of age who was married at the age 
of 18 years and had had two healthy children and 
no miscarriages. Her last regular menstruation oc- 
curred September 15, 1924, at which time she was 
in good health and weighed 135 lbs. On December 
15 she had a bloody vaginal discharge. This re- 
curred at frequent intervals for sixty days; on two 
occasions there was a profuse gush of blood. Other 
symptoms complained of at that time were a thick 
mucous leucorrhoca, severe pelvic pains, extreme 
loss of strength and weight, dyspnoea, fainting 
spells, and blurring of the vision. 

On February 15, 1925, when the patient entered 
the hospital, she weighed 98 lbs., the red cell count 
was 3,600,000, the white cell count 8,900, the 
hemoglobin equaled 75 per cent, the urine was 
negative except for some pus cells, the temperature 
100 degrees I., and the abdomen very tender but 
not distended. 

An exploratory operation, performed February 16, 
revealed chronici nflammation of the appendix and 
a large, soft, boggy uterus completely studded over 
with tubercles varying in size from that of a pinhead 
to that of a pea. The tubercles did not penetrate 
to the peritoneum. The appendix and the unopened 
uterus containing a five months’ fetus were removed. 

examination of the uterus by Fishback showed 
the soft infiltrating nodules in the musculature to be 
choriocarcinoma. 

Deep roentgen-ray therapy was administered by 
Alden, and the patient left the hospital March 21, 
1925, very greatly improved in health. One year 
after the operation she weighed 150 Ibs., was able 
to work, and stated that she felt stronger and better 
than ever before. FE. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Asteriades, T., and Mocquot, P.: Encysted Peri- 
tonitis Following Rupture of the Uterus During 
Labor; Delayed Laparotomy; Cure (Péritonite 
enkystée aprés rupture de l’utérus au cours de 
l’accouchement; laparotomie tardive; guérison). 
Bull. et mém. Soc. nat. de chir., 1926, lii, 120. 


_ A woman was delivered of a normal infant without 
incident except for a violent lancinating pain at the 


end of labor and a rather severe postpartum hemor- 
rhage. The hemorrhage was arrested by packing. 
On the second day the patient developed chills and 
fever which continued for several days. The uterus 
rapidly returned to its normal size, but the abdomen 
became progressively distended by a mass extending 
to within three fingerbreadths of the xiphoid process. 
On bimanual examination this mass could be separ- 
ated from the uterus. 

Operation revealed an abscess which entirely filled 
the pelvis. The uterus was of normal volume and 
the adnexa were normal. The presence of the ab- 
scess was explained by a stellate laceration of the 
posterior wall of the uterus of sufficient size to ad- 
mit a finger-tip. The abscess was opened and a 
Mikulicz drain introduced. Uneventful recovery 
resulted. 

Because of the history of violent pain at the end 
of labor and the postpartum hemorrhage, the author 
concludes that this was a case of spontaneous rup- 
ture of the uterus followed by a localized peritonitis. 

Avsert FF, De Groat, M.D. 


McCann, F. J.: A Contribution to the Technique 
of Czesarean Section. Proc. Roy. Soc. Med., 
Lond., 1926, xix, Sect. Obst. & Gynec., 113. 


In the technique for cwsarean section advocated 
by McCann the abdominal incision varies in length 
according to the size of the uterus. It is made 
sufficiently long for easy eventration of the uterus. 
Its position is governed by the position of the uterine 
fundus. The greater part of the incision is above 
the umbilicus. 

When the abdomen has been opened, the uterus 
is immediately eventrated. The incision is then 
temporarily closed with volsella or Kocher forceps 
and covered with a towel wrung out in hot saline 
solution. 

Another hot saline towel is wrapped around the 
eventrated uterus, the fundus being left exposed, 
and clamped by forceps along the posterior uterine 
wall. The lower edge of the towel is spread on the 
cloths protecting the skin of the abdomen to pre- 
vent the entrance into the abdominal cavity of any 
fluid escaping from the uterine cavity. Though 
liquor amnii is considered an aseptic fluid, it may be 
irritating and the peritoneal cavity should not be 
contaminated by it. 

When these precautions are taken and the work 
is done rapidly, eventration does not increase the 
shock resulting from the operation as is generally 
supposed. 

A sagittal fundal incision 6 or 7 in. long is then 
made through the fundus and prolonged 1 in. farther 
downward anteriorly than posteriorly. ‘To assure 
a mesial position of this incision the ends of the 
fallopian tubes are used as guides. Care is taken to 
avoid puncturing the membranes or tearing the 
incision. 

After the fundal incision has been made, the 
membranes bulge into the anterior half and the 
placenta is exposed through the posterior half. The 
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hand is then inserted and the placenta rapidly sep- 
arated from the uterine wall. 

While the assistant draws the sides of the uterine 
incision apart, the operator compresses the lower 
part of the uterus through the towel and gently 
milks the uterine wall from below upward, thereby 
shelling out the placenta and the fetus in the un- 
opened bag of membranes. The membranes are then 
ruptured and the child is liberated. After the child 
breathes, the cord is clamped and cut. 

In septic cases in which the membranes have 
ruptured the uterus is thoroughly irrigated. As an 
alternative to sacrificing the uterus, continuous irri- 
gation may be maintained through a uteroparictal 
fistula. 

Slowly absorbed or non-absorbable sutures such 
as silkworm gut and linen thread are used for the 
.uterine wall and catgut is employed for apposition 
sutures. 

When the uterine incision is carefully sutured, it 
will stand the strain of even repeated pregnancies. 

Macnus P. Urnes, M.D. 


Wille, F. C.: The Course of Delivery After Caesarean 
Section (Ueber den Geburtsverlauf nach Kaiser- 
schnitt). Deutshe med. Wehuschr., 1926, lii, 569. 

Extension of the indications for cwsarean section 
is recommended because of the favorable results of 
this operation. ‘To determine whether it is justified 
when the scar of a previous cwsarean section is 
present, the author reviewed the material from the 
Franz clinic from October 1, 1910, to April 1, 1925. 
In this period, abdominal cesarean section was per- 
formed in 357 (1.2 per cent) of 28,917 cases. The 
primary mortality was 1.4 per cent. There were 118 
subsequent pregnancies without complications in 
any case. 

No relationship could be determined between sub- 
sequent abortions and the scar of the operation. 
There were forty-nine cases in which cwsarean sec- 
tion was performed twice, nineteen cases in which 
it was done three times, and one case in, which it 
was done four times. 

In thirty-five cases delivery occurred by the natu- 
ral route; in nineteen of these it occurred spontane- 
ously and in sixteen with artificial aid. There were 
two spontaneous and two traumatic ruptures in 
cases with a narrow pelvic inlet, but only one death 
in these cases. 

Overstretching of the uterus and repeated and 
frequent pregnancies are not associated with much 
danger of rupture, but the author ascribes some im- 
portance to the insertion of the placenta in the 
region of the scar. The cause of rupture is not the 
particular conditions of the new pregnancy but the 
complications of the old cesarean section. There- 
fore the author emphasizes the importance of the 
intraperitoneal cervical section with smooth margins 
at the line of the incision, exact suturing, and heal- 
ing by primary union—in short, he urges an aseptic 
and technically faultless operation. 

NEUGARTEN (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Levy-Solal, Ravina, Brindeau, Devé, and Delestre: 
A Metrorrhagic Form of Puerperal Infection 
(Forme métrorragique de linfection puerpérale). 
Bull. Soc. @obst. et de gynéc. de Par., 1926, xv, 209. 

Lrevy-SoLtaL and Ravina report five cases of sec- 
ondary postpartum haemorrhage which they regard 
as analogous to secondary hamorrhages of infected 
surgical stumps; many cases of which were seen in 
the recent war. Of the five patients, one died of 
septic infection. 

These cases are similar to those reported by 
Couvelaire in the sense that the profuse bleeding 
seemed to be due to a streptococcus infection of 
the uterus independent of placental retention. Cul- 
tures of the blood were at first negative. 

The treatment consisted in the introduction into 
the uterus of tampons saturated with streptococcus 
serum. The authors believe that such dressings may 
act both as a hemostatic and a vaccine. 

Postmortem examination of the uterus in the 
fatal case showed infiltration of the uterine wall by 
inflammatory elements, interstitial hamorrhages, 
and an extremely intense obliterating endarteritis. 

Levy-Solal and Ravina have formulated the fol- 
lowing rules for treatment: 

1. Abstain from curettage as this procedure may 
disseminate the infection. 

2. After simple evacuation of any blood clots 
from the uterine cavity, introduce tampons dipped 
in a filtrate of streptococcus culture. 

3. If improvement is noted, if the hamorrhage 
stops, and if the temperature decreases, continue 
the dressings. 

4. If improvement is not noted after the second 
or third dressing, perform a vaginal hysterectomy. 

Similar cases are reported by BrinpEAu, Deve, 
and DELESTRE. SALVATORE DI PALMA, M.D. 


Schneider, G. H.: Two Cases of Puerperal Tetanus 
Following Criminal Abortion (Zwei Faelle von 
Tetanus puerperalis nach kriminellem Abort). Med. 
Klin., 1926, xxii, 134. 

In the two cases of tetanus following abortion 
which are reported in this article death resulted from 
peritonitis. One of the women died during con- 
servative treatment with antitoxin and magnesium 
sulphate and the other following removal of the 
uterus. Bacteriological examination of the removed 
uterus revealed streptococci and gas bacilli but no 
tetanus bacilli. 

In 111 similar cases collected by Schneider the 
mortality was ot per cent. Drierricu (G). 


NEWBORN 


Wetterdal, P.: The Treatment of Melazna Vera 
Idiopathica Neonatorum. Acta obst. et gynec. 
Scand., 1926, iv, 337. 

In a study of 200 cases of melina vera idiopathica 
neonatorum collected from two lying-in hospitals in 
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Stockholm, the author found that in the cases given 
only simplesymptomatic treatment the mortality was 
about 50 per cent; in those treated by the injection 
of gelatin it was 30 per cent; in those treated by 
the injection of the mother’s blood it was 20 per 
cent; and in those treated by the injection of both 
gelatin and the mother’s blood it was about 15 per 
cent. In the cases of infants born at term and 
weighing over 2,500 gm., the corresponding mor- 
tality rates were 50, 30, 15, and 15 per cent; and the 
incidence of recovery in severe Cases was 5, 12, 40, 
and 43 per cent. 

On the basis of his findings, Wetterdal recom- 
mends the immediate intramuscular injection of 
from 10 to 20 c.cm. of the mother’s blood and, if 
the bleeding continues, a repetition of this treatment 
or the administration of gelatin. Subnormal tem- 
perature and dehydration must also be combated. 

Miciaet L. Mason, M.D. 


MISCELLANEOUS 


Falgairolle, P.: The Identification of the Blood 
Groups in Obstetrics (L’identification des groupes 
sanguins en obstétrique). Rev. frang. de gynéc. et 
d’obst., 1926, xxi, 236. 

In the author’s opinion, the theory of Ehrlich is 
applicable to blood grouping and the general rules 
of agglutination and lysis hold for the phenomena 
in blood typing. Falgairolle believes that there are 
only four blood types, but that the presence among 
the four blood types of two types each of agglutinins 
and agglutinogens, according to the scheme of Dun- 
gern and Hirschfeld, explains the mutual reaction 
between the different bloods. 

The four groups are represented graphically as 
follows: Group 1, ABo; Group 2, Ab; Group 3, Ba; 
and Group 4, Oab. A and B represent the agglu- 


tinogens, and a and b the agglutinins, and O and o 
the absence of these. When A and a are mixed, 
agglutination results. It occurs also when B and b 
are mixed. 

Falgairolle attributes the mistakes in grouping and 
the belief that there are more than four blood 
groups chiefly to feebleness of the agglutinin or 
agglutinogen and to the phenomenon of pseudo-iso- 
agglutination. Feebleness of the agglutinin or ag- 
glutinogen as a cause of error is of great importance 
in obstetrics as there is not only a variation in the 
power of the agglutinin to agglutinate but also in 
the susceptibility of the. agglutinogen to become 
agglutinated and this variation is much more marked 
in newborn infants than in adults; in fact, these 
powers may not develop until several months after 
birth. Error may be avoided by typing indirectly 
instead of using the direct method of testing com- 
patibility, and by employing sera with a high agglu- 
tinating power. 

Pseudo-iso-agglutination is regarded by the author 
as an extremely rapid sedimentation of the red cells. 
This factor is also of extreme importance in obstet- 
rics as the sedimentation time is shorter in women 
than in men and tends to become increasingly 
shorter during pregnancy up to the time of delivery. 
To distinguish between true and false agglutination 
the author has devised a simple procedure, the 
kaolin test. To three parts of the standard sera 2 
and 3, one part of a one-third suspension of kaolin 
in normal salt solution is added. ‘The typing is then 
done as usual. The kaolin suspension may be added 
after the corpuscles have been mixed with the sera, 
but is best added before. “All agglutination which 
resists this test is an iso-agglutination and all agglu- 
tination which disappears under the action of the 
kaolin is a pseudo-iso-agglutination.” 

MicuwaArt L. Mason, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Bothe, A. E.: Hypernephromata. Ain. Surg., 1920, 
Ixxxiv, 57. 

The following theories have been advanced with 
regard to hypernephromata: 

1. They originate in adrenal rests. 

2. They are alveolar sarcomata with no relation 
to cell rests. 

3. They are endotheliomata taking origin from 
the endothelial lining of perivascular lymph spaces. 

4. If benign, they may be classified as adenomata, 
and if malignant as carcinomata. 

5. They develop from the endothelial cells lining 
the blood vascular spaces. 

6. They are derived from the epithelia lining the 
uriniferous tubules. 

7. They originate from islands of embryonic neph- 
rogenic tissue. 

As the author has found that in the 16-mm. 
human embryo the anlage cells of the suprarenal 
cortex are adjacent to the metanephros cells, he is 
of the opinion that the inclusion of suprarenal cells 
within the metanephros anlage is not at all im- 
probable. 

He concludes also that tissues other than meta- 
nephros, especially those developed from the meso- 
nephros, mesonephric duct, and genital ridge, are 
susceptible to such cellular inclusions. 

Microscopic evidence of adrenal rest tissue has 
been demonstrated in close juxtaposition to actively 
proliferating hypernephromata cells. Chemically 
there is a marked similarity in the glycogen, fat, 
lipoid, and lecithin content of the hypernephroma 
cell and the cortical adrenal cell. The author con- 
cludes that hypernephroma tissue may grow into 
the walls as well as the lumina of the veins. The 
metastases of these tumors are formed most fre- 
quently in the bones, lung, and liver, but have been 
found also in the rete testis, epididymis, paradidy- 
mis, spermatic cord, and within, above, and below 
the inguinal canal in the male; in the ovary (where 
they may be easily mistaken for shrunken corpora 
lutea) and on the tubes in the female; and in the 
retroperitoneal tissue below the poles of the kidneys, 
along the iliopsoas muscle at the brim of the pelvis, 
at the sacro-iliac synchondrosis, in the capsule of 
the kidney and in the kidney substance, on the walls 
of the neighboring vessels, in the solar and renal 
sympathetic plexuses, between the transverse colon 
and the spleen, in the right lobe of the liver, and in 
the pancreas in both males and females. 

In conclusion, the author states that, on the basis 
of his embryological, chemical, and pathological ob- 
servations, he agrees with the views originally pre- 
sented by Grawitz. J. Sypney Ritter, M.D. 
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Christian, E.: The Clinical Value of the Ureo- 
secretory Constant (La constante uréosécrétoire 
en clinique). J. d’urol. méd. et chir., 1926, xxi, 501. 

Christian draws the following conclusions with 1e- 
gard to the ureosecretory constant: 

1. The ureosecretory constant alone is not to be 
considered a sufficient basis on which to establish 
the indications for operations on the urinary tract. 

2. If the indications for such operations were 
based upon the constant alone, patients who would 
be benefited by operation might be denied surgical 
treatment since, when the constant is relatively 
poor, the less diseased kidney may be able to take 
over the function of the other. 

3. The constant shows chiefly the limits of opera- 
bility without indicating the site of the lesion. 

4. The site of the lesion and the function of each 
kidney must be ascertained by ureteral catheteriza- 
tion which gives this information more easily and 
with less danger than exploratory lumbar incision. 

5. To determine which kidney is the more dis- 
eased and to foretell more accurately the results of 
operation, especially nephrectomy, it is necessary to 
supplement the determination of the constant with 
catheterization. 

6. The constant alone is sufficient only for surgi- 
cal operations on the prostate, bladder, and ureter. 

Auprey G. Morcan, M.D. 


Aschner, P. W.: Staphylococcus Infection of the 
Renal Parenchyma. Am. J. M1. Sc., 1926, clxxii. 
63. 


After reviewing sixty-one case records from the 
files of the Mount Sinai Hospital, New York, the 
author concludes that staphylococcus infection of 
the kidney parenchyma is usually metastatic from 
a boil, carbuncle, paronychia, or other peripheral 
lesion. 

In the acute cases, perinephric suppuration de- 
velops early and the diagnosis is relatively easy. In 
the subacute and chronic cases, the clinical mani- 
festations are variable, simulating those of various 
types of thoracic, abdominal, and spinal disease. 
The absence of striking urinary symptoms and uri- 
nary changes and the indeterminate results of cysto- 
scopic and bacteriological examinations tend to 
make the diagnosis of cortical abscess or carbuncle 
of the kidney a difficult one. It is only by bearing 
the condition constantly in mind and making a 
search for a preceding peripheral infection by staph- 
ylococci that the insidious cases may be recog- 
nized. The evaluation of provocative vaccine injec- 
tions must await a more extended experience with 
the method. 

Some of these infections undoubtedly resolve 
without frank suppuration. The prognosis with 
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proper surgical therapy in young adults is excellent. 
In children and in older adults it is a graver affec- 
tion, particularly if metastasis or venous involve- 
ment occurs. Nephrectomy is necessary in a few 
cases, such as those with widespread involvement 
of the renal parenchyma and persistent bacteriamia. 
Joun G. CaretHam, M.D. 


Hinman, F., and Gibson, T. E.: Report of a Re- 
markable Case of Recurrent Urinary Lithiasis, 
in a Physician in Active Practice, with an 
Unbelievably Small Amount of Renal Tissue: 
Death, Not from Urzmia, But Due to Cardiac 
Failure. J. Urol., 1926, xvi, 43. 

The patient whose case is reported in this article 
had a calculus removed from the bladder in 1912. 
In 1917, the left kidney was removed for calculous 
pyonephrosis. In February, 1921, the X-ray showed 
stones in the remaining kidney and anuria developed. 
The blood urea then equalled 126 mgm. per 100 
c.cm. and the two-hour phthalein test was 10 per 
cent. After a pyelotomy, the urea came down to 
23 mgm. and the red test rose to 35 per cent. 

In March, 1921, the pelvis of the right kidney and 
the ureter were again opened and two stones were 
removed. In May, after a few transfusions, the 
patient resumed his medical practice. In April, 
1922, the symptoms recurred and the X-ray showed 
a large stone shadow in the pelvis of the kidney. 
Between March and May, 1923, anuria again de- 
veloped and stones were removed from the fistulous 
loin tract. The general condition then improved, 
but three months later the patient died suddenly of 
heart failure. 

Postmortem examination of the right kidney 
showed it to be small and without a pelvis. On sec- 
tion, several large communicating cavities contain- 
ing calculi were found to encroach upon the atrophic 
kidney substance. The pathological diagnosis was 
calculous pyonephrosis. | Maurice Mettzer, M.D. 


Patch, F. S.: Ureterocele: With the Report of a 
Case. J. Urol., 1926, xvi, 125. 


In the earlier cases of ureterocele reported in the 
literature the condition was found most frequently 
at autopsy and in young girls. More recent litera- 
ture shows that it occurs with equal frequency in 
both sexes and at all ages. 

There are two chief types: a cystic type with thin 
transparent walls in which the contents of the sac 
are often discharged from time to time with collapse 
of the sac, and a type in which the walls of the sac 
are thicker and the tumor is larger, often peduncu- 
lated, and more constant in volume. 

The ureteral orifice varies considerably in its size 
and location. The contents of the sac may be clear 
or infected. Often calculi are present. In the case 
reported by the author a secondary stone was found 
in the ureter above the ureterocele. 

Ureterocele is usually unilateral, rarely bilateral. 
Its association with other congenital anomalies, par- 
ticularly double ureters, has been noted in about 50 


per cent of the cases. In the author’s opinion, the 
essential factor in its production is a congenital or 
acquired stenosis of the vesical orifice of the ureter 
or an intraluminal obstruction acting at the same 
point. 

Ureterocele may be associated with vague renal 
pain and pyuria. 

When treatment is indicated it should be surgical. 
The ureterocele may be attacked through the urethra 
or by a suprapubic or vaginal operation. The trans- 
urethral operation should be reserved for the milder 
cases. The suprapubic operation is preferable for 
the pedunculated forms and those complicated by 
calculus. , 

The author reports his case in considerable detail. 
At operation, a pedunculated mass was found at- 
tached at the site of the right ureter and a calculus 
was palpated at the bulbous extremity. The ureteral 
opening was found at the tip of the mass. The 
operation consisted in resection followed by suture 
of the two layers of mucosa with interrupted catgut 
sutures. One month later a stone was removed from 
the pelvic ureter of the same side by extraperitoneal 
ureterolithotomy. Harry A. Fowrrer, M.D. 


Micotti, R.: Two Cases of Crural Hernia Contain- 
ing the Ureter (Due casi di ernia crurale dell’ure- 
tere). Riforma med., 1926, xlii, 656. 


The author reports two cases of femoral hernia 
in women in which the ureter was found in the 
hernial sac at operation and was replaced in its 
normal position. In both cases uneventful recovery 
resulted. 

The cause of this condition is not known. Age 
does not seem to be a factor. It is more common 
in women than men as it is most frequently asso- 
ciated with femoral hernia. ‘The author suggests 
that it may be due to a pathological change in the 
site and abnormal length of the ureter. Even the 
normal ureter is very elastic; Albarran says it can 
be elongated about 8 cm. by simple traction. ‘There 
may also be an anomaly in its course, bringing it 
nearer the hernial rings so that it is easily drawn 
downward with the intestine. 

The condition might possibly be diagnosed from 
disturbances of canalization of the ureter or a de- 
crease in the amount of urine that cannot be ac- 
counted for otherwise, especially a decrease which 
occurs when a constriction is put around the waist 
and disappears when the constriction is released. 
Other signs of aid in the diagnosis are a hydrone- 
phrosis contemporaneous with the hernia which can- 
not be accounted for otherwise, especially if it is 
intermittent, and changes observed on cystoscopy 
and catheterization of the ureter. However, none 
of these signs is pathognomonic and the diagnosis 
is very difficult. If the diagnosis is not made, it is 
quite possible for the ureter to be torn or cut during 
the operation. If this occurs, the injured ureter 
should be sutured and measures taken to prevent 
stricture when it heals. 

Auprey G. Morcan, M.D. 
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Sargent, J. C.: Bilateral Ureteronephrosis Associ- 
ated with Congenital Gaping Ureteral Orifices: 
Report of a Case After Four Years of Perma- 
nent Drainage. J. Urol., 1926, xvi, 23. 

It is generally recognized that ureteral dilatation 
is usually due to urinary obstruction or defective 
innervation of the musculature of the bladder and 
ureteral walls. Beyond these considerations the 
etiology is not so clear. The type of ureteral dilata- 
tion considered by Sargent is that which is associ- 
ated with open functionless ureteral orifices but un- 
associated with obstruction or faulty innervation. 
In 1915, Kretschmer and Greer collected from the 
literature sixteen cases of this anomaly and added 
one case of their own. ‘Two cases have been added 
since that time, making a total of nineteen. 

Sargent’s case was that of a girl 4'% years old, 
the seventh child, who was normally born and was 
breast fed for four months. For the past two and 
a half months she had been in an orphanage and 
during that time had had measles. A few months 
before her admission to the hospital her health had 
rapidly failed and she developed an insatiable thirst 
with enuresis and the frequent voiding of large 
amounts of urine. When she was first seen by the 
author she was poorly nourished, her skin was pale 
and dry, and her urine was pale and clouded with 
pus and colon bacilli. The specific gravity of the 
urine was 1,004 

During the first few weeks in the hospital the 
patient had a low septic type of temperature, an 
astounding thirst and polyuria, and, several times 
each day, attacks of dyspnova. It was therefore 
apparent that she was both septic and semi-uramic 
as the result of some urological condition. 

On cystoscopic examination the bladder mucosa 
was found normal, but the ureteral orifices were 
seen to be widely gaping. Pyelo-ureterograms 
showed both ureters enormously dilated and tortu- 
ous and both renal pelves dilated. 

In order to relieve the intravesical pressure, per- 
manent suprapubic drainage was established. Fol 
lowing this operation, the thirst and pdlyuria sub- 
sided. The patient was kept under constant obser- 
vation until she died of an intercurrent influenzal 
bronchopneumonia. 

Autopsy revealed no obstruction to the normal 
bladder drainage which could account for the dila- 
tation of the urinary tract above the bladder. ‘The 
mucosa of the entire tract showed extensive changes 
due to severe prolonged inflammation. 

CLaupe D. Hotmes, M.D. 


BLADDER, URETHRA, AND PENIS 


Hinman, F., and Wesson, M. B.: The Trigone of 
the Bladder as a Factor in Urinary Obstruction; 
with a Report of Cases and a Discussion of the 
Operative Treatment. Surg., Gynec. & Obst., 1926, 
xliii, 1. 


Hinman and Wesson present in detail four cases 
in which the trigone of the bladder was a responsible 


factor in urinary obstruction. On the basis of these 
cases and the literature they discuss the anatomy, 
physiology, pathology, and treatment of this condi- 
tion and present an original classification of trigonal 
abnormalities causing urinary disturbances. 

They conclude that hypertrophy of the interure- 
teral ridge may result from chronic vesical irritation, 
mild vesical or infravesical obstruction, or both, and 
that hypertrophies of the interureteral ridge may be 
of a type and position to produce obstruction to 
urination. ‘The obstructing interureteral bar or 
ridge is always an acquired condition, but its cause 
may be congenital. An obstructing interureteral 
ridge may result also from chronic ulceration, usually 
tuberculous, which dissects or undermines the tri- 
gone. Marked obstruction from a hypertrophied 
ridge seems to be due principally to a hydrostatic 
undermining of the trigone back of it, a position 
practically immune to the formation of diverticula. 

The treatment of the obstructing interureteral 
ridge is suprapubic cystotomy and either incision of 
the ridge with suture and ligature of the incised 
edges to control haemorrhage or resection of the 
ridge and the supratrigonal pouch with restoration 
of the base of the bladder. The latter is the prefera- 
ble method when the pouches are deep. 

Before operation for a hypertrophied interureteral 
ridge secondary to obstruction the primary obstruc- 
tion should be removed and a period of time allowed 
to elapse to determine whether the removal of the 
original obstruction will not cause the disappearance 
of the interureteral hypertrophy. 

Joun G. Curetuam, M.D. 


Ceccarelli, G.: A Method of Increasing the Capac- 
ity of the Bladder by Means of a Loop of Intes- 
tine (Sul modo di aumentare la capacita vescicale 
per mezzo di un’ansa di intestino esclusa). Ann. 
ital. di chir., 1926, v, 346. 


The bladder has such a great capacity for regen- 
eration that, after resections, little effort has been 
made to reconstruct it by plastic operation. But if 
there are very profound and diffuse changes in the 
wall it may not have sufficient vitality for regenera- 
tion. The disease that most frequently causes seri- 
ous atrophy of the bladder is the dissecting gan- 
grenous cystitis described by Stockel. Stockel was 
also the first to attempt plastic reconstruction of 
the bladder by means of intestine, but he was 
obliged to give it up because of the gravity and 
extent of the changes in the bladder. Only four 
other clinical cases of reconstruction of the bladder 
by means of intestine have been reported. One of 
the patients died two months later of pyonephritis. 
In the other cases the operation was apparently 
successful but was done too recently for a report of 
the late results. 

To determine the practicability of such an opera- 
tion the author performed experiments on dogs. In 
some of the cases he resected a loop of intestine 
from 15 to 20 cm. long and sutured the divided 
ends together so that the loop resembled an air 
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cushion. He then made an incision in one side of 
the cushion and sutured it into an incision of equal 
length in the bladder. 

In other cases the proximal end of the resected 
loop was simply closed and an anastomosis was 
made between the distal end and the bladder. 

In still other cases the proximal end was sutured 
to the abdominal wall. 

In some cases longer loops were used and in others 
loops of large instead of small intestine were em- 
ployed. 

Ceccarelli found that the small intestine became 
adapted to holding urine. There is no danger of 
absorption of the urine by the loop of intestine be- 
cause, in time, the mucous membrane atrophies and 
loses its absorptive capacity. 

The results with the use of large intestine were 
poor because infection occurred and serious renal 
and vesical lesions developed. The use of small in- 
testine was technically easier than the use of large 
intestine. The results were better when the loop of 
intestine was sutured in a circle than when the 
proximal end was simply closed and left free or 
sutured to the abdominal wal!. Loops from 15 to 
20 cm. long were better than longer ones because 
the longer ones kinked or became adherent to the 
surrounding tissues. Though bacteria were found 
in the urine on later examination, the bladder usu- 
ally became normal after a slight inflammation of 
its mucous membrane and infection of the kidney 
was unusual. 

A supplementary bladder which contains as much 
as from 100 to 200 c.cm. of urine may be constructed 
in this way. The anastomosed loop fills and empties 
regularly if the anastomosis is made in the proper 
place and is large enough. 

Auprey G. Morcan, M.D. 


Gaudy, J., and Schillings, M.: Tumors of the 
Bladder (Les tumeurs de la vessie). Le cancer, 1925, 
i, 1. 

This article is a general review of the entire sub- 
ject of cancer of the bladder and is supplemented 
by a long bibliography. The authors believe it cer- 
tain that one of the predisposing causes of vesical 
cancer is chronic irritation. Bladder tumors con- 
stitute about 3 per cent of tumors in general and 
about 3.9 per cent of all affections of the urinary 
tract. 

At least half of these tumors are malignant. The 
authors describe the histological appearance of the 
different forms of tumor and the various methods 
of treatment. 

The best treatment for benign epithelial tumors 
is the application of the high frequency current 
through the open bladder or by endoscopy. Chemo- 
therapy with trichloracetic acid may also be used 
but is less active. ‘Tumors which are known or 
suspected to be malignant should be treated surgi- 
cally as early and radically as possible. Endoscopic 
surgical operation should be abandoned for open 
operation 


As radiotherapy is still in the experimental stages, 
the authors do not feel justified in expressing an 
opinion as to its effectiveness. However, they be- 
lieve that as roentgen and radium rays are known 
to have a good effect on cancer in general and a 
few brilliant results have been obtained with their 
use in bladder cancer, their effect should be further 
investigated and attempts should be made to per- 
fect the technique of their application. 

Auprey G. Morcan, M.D. 


Dodson, A. I.: Hunner’s Ulcer of the Bladder—A 
Report of Ten Cases. Virginia M. Month., 1926, 
liii, 305. 

The author presents a report of ten cases of 
Hunner’s ulcer of the bladder and draws the follow- 
ing conclusions: 

1. Experience justifies the belief that foci of in- 
fection, such as infected teeth, tonsils, sinuses, and 
possibly cervicitis bear a causative relation to Hun- 
ner’s ulcer. 

2. The bladder lesion is frequently complicated 
by ureteral strjctures or infection of the kidneys 
which must be eradicated before permanent relief 
can be obtained. 

3. Very gratifying results have been obtained in 
early cases from instillations of silver nitrate. 

4. Excision of the ulcer-bearing area of the blad- 
der should be reserved for cases that do not respond 
to local medication or fulguration. 

5. In long-standing cases of elusive ulcer there is 
contraction of the bladder wall and urethra. In such 
cases dilatation of the urethra and irrigation of the 
bladder are helpful after fulguration or resection. 

J. Sypney Ritrer, M.D. 


Reynard: Radium Therapy of a Bladder Cancer; 
Cure Persisting After Two and a Half Years 
(Curiethérapie d’un cancer vésical; guérison depuis 
deux ans et demi). J. d’urol. méd. et chir., 1926, xxi, 
523- 

A woman 65 years of age had a cauliflower cancer 
of the bladder which was found on histological ex- 
amination of an excised piece to be a stratified 
pavement epithelioma with infiltration of the whole 
of the left wall. Two treatments by electrocoagula- 
tion had destroyed a part of the growth but had 
not affected the infiltration. As the tumor was too 
friable for the introduction of radium needles, three 
tubes containing altogether 75 mgm. of radium were 
introduced through a cystostomy opening and tied 
to the tumor. The bladder was then tamponed and 
was drained by means of a Freyer drain. The ra- 
dium was kept in place for forty-eight hours. 

Ten days later, palpation showed that the infiltra- 
tion had entirely disappeared; the bladder wall was 
soft and pliable. The suprapubic fistula closed 
quickly and the urine cleared up and lost its gan- 
grenous odor. Today, two years and a half after 
the irradiation, the urine is clear, the bladder wall 
is soft, and there is nothing to be seen which might 
arouse suspicions. 
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In the author’s opinion, radium should be used 
more frequently in the treatment of bladder cancer. 
It should be introduced through a cystostomy open- 
ing as its introduction through the ureter on a sound 
is dangerous. Curettage of the fungosities is contra- 
indicated as it is not they that are dangerous but 
the infiltration, and curettage may disseminate the 
tumor. Needles are preferable to tubes, but if their 
use is impossible the tubes may be tied to the tumor 
as in the case reported. Auprey G. Morcan, M.D. 


Chauvin and Maisonnet: Urethrorectal Fistula; 
Interurethrorectal Myorrhaphy of the Levators 
(Fistule urétro-rectale;| myorraphie  inter-urétro- 
rectale des releveurs). J. d'urol. méd. et chir., 1926, 
XX1, 363. 

In the case of a man 44 years of age Chauvin 
treated a urethrorectal fistula first by Cooper’s 
method, but the fistula recurred. Though Cooper’s 
method is the one most frequently used, it is often 
followed by recurrence and many modifications of it 
have been devised. In the second operation in the 
case reported, Chauvin used an entirely new pro- 
cedure. 

He dissected the urethra and rectum apart, re- 
moved all of the scar tissue, and after obliterating 
the urethral and rectal orifices of the canal, sutured 
the two levator ani muscles from in front backward 
for a distance of about 4 cm., making a vertical 
separation between the urethral and rectal orifices. 
The urethral orifice then lay above the layer of 
muscle and the rectal orifice below it. 


Following this procedure there was little chance 
for the fistula to recur even if the sutures did not 
hold. As a matter of fact, the rectal wound did 
break down, but as it opened externally it caused 
only an ordinary fistula of the margin of the anus 
which healed spontaneously in a few weeks. To 
permit free drainage, the skin wound was left open 
except at the angles where a few sutures were 
introduced. Auprey G. Morcan, M.D. 


GENITAL ORGANS 


Bumpus, H. C., Jr.: The Results of Punch Pros- 
tatectomy. J. Urol., 1926, xvi, 59. 

Bumpus reviews the history of median bar ob- 
struction and comments on the fact that in spite of 
nearly a century’s recognition of the condition, the 
punch prostatectomy has not been employed to any 
great extent until recently. He attributes this fact 
to the technical difficulties with the old instruments. 

In his opinion, the best instrument is the improved 
median bar excisor of Braasch, with which the en- 
tire operation can be performed under direct vision 
and a clean-cut wound is produced which is much 
less prone to give rise to secondary pyelonephritis 
or delayed haemorrhage and heals more quickly than 
the large cauterized areas resulting from the use of 
cautery punches. Bumpus prevents bleeding by 
coagulating the bleeding points with the Bugbee 
electrode. Comment is made on the fact that punch 
prostatectomy in the presence of lateral lobe enlarge- 
ment is usually not satisfactory. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bloodgood, J. C.: How to Diagnose and Treat a 
Bone Lesion. J. Bone & Joint Surg., 1926, viii, 470. 


Latent and healed lesions in bone are as a rule 
discovered by X-ray examination made because of 
a recent injury. These lesions are usually bone 
cysts. In no case without previous symptoms has 
a roentgenogram taken because of recent injury re- 
vealed a giant-cell tumor, a sarcoma, or a metastatic 
tumor. When the injury was associated with frac- 
ture, cysts and metastatic tumors have been found. 
Rarely is a fracture the first evidence of a primary 
sarcoma or giant-cell tumor. 

‘Trauma is of little or no importance as a cause of 
bone cysts, but may be a factor in the production 
of giant-cell tumors. 

Chondromata are believed to be congenital resi- 
dues. Myxomata are probably degenerative proc- 
esses in chondromata which later assume neoplastic 
characteristics. Both lesions may be central or peri- 
osteal. When they occur in the epiphyses in adults 
they are diflicult to diagnose from giant-cell tumors. 

Sarcomata as a rule involve the entire bone. The 
majority of central sarcomata are myxosarcomata 
or chondiosarcomata. A true periosteal sarcoma 
occurs, however, which may take the form of a 
fibrosarcoma or osteogenic sarcoma. 

Of the diffuse sarcomata there are two distinct 
types, the sclerosing and the osteoporotic type. 
These can be readily diagnosed from the roentgen 
picture, the sclerosing type being characterized by 
excessive periosteal bone formation and the osteo- 
porotic type by the appearance of atrophy in the 
shaft and not in the bone ends. In rate cases, how- 
ever, the picture of the latter type is suggested by 
multiple myelomata. 

One of the causes of sarcoma is single or repeated 
trauma. 

Since in so many cases of sarcoma there is a his- 
tory of trauma, a roentgenogram made at the time 
of the injury is very valuable as it may be used for 
comparison with a later roentgenogram if the signs 
and symptoms do not subside or if they re-appear. 

When a clear space is seen between the shaft and 
a mass of bone in the soft parts, sarcoma may be 
excluded, but when bone formation begins in the 
periosteum and is of slight degree, sarcoma cannot 
be excluded. Excessive ossifying periostitis and ossi- 
fying myositis can readily be recognized, but it is 
difficult to differentiate a subperiosteal hamatoma 
with ossification and periosteitis with slight ossifica- 
tion from sarcoma. 

Usually the chief complaints of patients with a 
bone lesion are pain, a palpable swelling, and loss 
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of function. The older the lesion the more readily 
the diagnosis is made. A careful history is essential. 

The feeling of a bone shell surrounding a central 
lesion is entirely different from that of the periosteal 
mass of a diffuse periosteal lesion. Pain and tender- 
ness are often very helpful in establishing the diag- 
nosis. A Wassermann test, a blood count, an ex- 
amination of the urine for Bence-Jones bodies, an 
examination of the chest for tuberculosis, and an 
examination for primary tumor are very necessary. 
As multiplicity of the lesion will put it in an entirely 
different group, a search should be made for other 
lesions. The roentgen-ray examination should in- 
clude roentgenograms of the chest and of the affected 
and the corresponding uninvolved bones. 

A single central lesion of the shaft in a child under 
18 years of age is practically always a bone cyst. 
Central giant-cell tumors are rare in early life. 
Multiple myelomata may occur at this age, how- 
ever, and as this disease may come under observa- 
tion as a single lesion it must be considered a pos- 
sibility. 

If there is a fracture, it should be treated as an 
ordinary fracture. Ossification usually takes place 
in from three to six weeks. If ossification fails to 
occur in this iength of time, exploration should be 
done because of the possibility that the lesion may 
be a giant-cell tumor which requires curettage fol- 
lowed by thermal and chemical cauterization. 

If there is no fracture, the progress of the lesion 
should be kept under observation by frequent 
roentgen examinations. If ossification is delayed, 
operation should be performed and the cyst frac- 
tured after a piece of its wall has been removed to 
prove that it is a cyst. A cyst appears as a bone 
shell and fluid, a shell with a connective tissue lining 
and fluid, or a shell mass with fibrous connective 
tissue with or without minute cysts. 

If the lesion is a giant-cell tumor, the cavity is 
filled with soft hamorrhagic, cheesy material which 
bleeds like granulation tissue and the shell bleeds 
when it is curetted. 

A caseous tuberculous mass is rarely found. 

Bone grafting is indicated only in neglected cases 
with very large bone cysts. 

Central lesions of the shaft in adults are usually 
chondromata, myxomata, metastatic tumors, mye- 
lomata, or chondromyxomata. ‘The author has 
never seen a giant-cell tumor in the shaft in an 
adult. If a latent cyst is found it should be treated 
as described. 

In the treatment of central lesions of the shaft 
other than cysts in adults the use of radiation first 
is justifiable. If ossification does not take place. 
after a time, operation is indicated. If the lesion is 
not acyst, resection and bone transplantation should 
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be done under any circumstances because this re 
stores function for as long as the patient will live 
better than any other treatment. 

Multiple lesions of the shaft are usually cysts or 
myclomata in children and myelomata or metastatic 
tumors in adults. 

Central lesions of the epiphysis are rare in chil 
dren and when found are giant-cell tumors. In 
adults these lesions are usually giant-cell tumors, 
but occasionally are scattered bone cysts, chron- 
dromata, myxomata, myxochondromata, metastatic 
tumors, or multiple myelomata. 

In the treatment, radiation may be tried first. 
During the radiation period -the patient should be 
at rest in bed in splints or on crutches. If ossifica- 
tion does not occur within the shell, curettage with 
thermal and chemical cauterization is indicated. In 
lesions of the epiphysis of the lower end of the ulna 
and both ends of the fibula, resection is indicated. 
It is essential that curettage be done before the bone 
shell is destroyed by the disease. 

In conclusion the author emphasizes that the chief 
aims of the surgeon should be to avoid making a 
diagnosis of malignancy in cases of benign bone 
cyst, to treat a benign giant-cell tumor of the epiph- 
ysis before it causes thinning or destruction of 
the bone shell and thereby renders the functional 
result of treatment less satisfactory, and to recognize 
the central sarcomata and the benign chondromata 
so that in cases of the former exploration may be 
done under the protection of the cautery and the 
lesions removed radically by resection or amputation. 
In cases of removal by amputation mutilating oper- 
ations may be avoided. 

Freperick A. Jostes, M.D. 


Christie, A. C.: Osteochondritis, or Epiphysitis. J. 
Am. M. Ass., 1926, \xxxvii, 291. 

Christie reviews the anatomy of the epiphyses and 
discusses the etiology, pathology, and types of 
epiphysitis. 

The cause of epiphysitis is still under discussion. 
Tuberculosis, rickets, and syphilis have been ruled 
out. 

The infectious theory has very little evidence 
to support it, and the endocrine theory is still pure 
assumption. Although in many cases no history of 
trauma is given, the traumatic theory is supported 
by the fact that the condition occurs in locations 
subject to the long-continued trauma of weight-bear- 
ing and muscle pull. This trauma is believed to 
interfere with the circulation and thereby cause 
necrosis involving both the bone and the cartilage 
of the epiphysis. 

Epiphysitis occurs in the following locations: (1) 
the upper epiphysis of the femur (Legg-Calvé- 
Perthes’ disease); (2) the tibial tubercle (Osgood- 
Schlatter’s disease); (3) the tarsal scaphoid and the 
head of the second metatarsal; (4) the vertebra; 
(5) the os calcis; (6) the olecranon; and (7) the 
ilium. Its occurrence in the ilium is very rare. 

FreperIck A. Jostres, M.D. 


Ruggles, Hl. E., and Bryan, L.: Bone Malignancy 
from the Roentgenological Aspect. Kadiology, 
1920, Vil, 24. 

At the present time, typical examples of the fol- 
lowing primary tumors may be recognized with fair 
accuracy from the roentgen evidence: (1) giant-cell 
tumor, (2) osteogenic sarcoma, (3) undifferentiated 
osteogenic sarcoma, (4) endothelioma, and (5) mye- 
loma. ‘There are many borderline and atypical le- 
sions which are not clean-cut either roentgenologi- 
cally or pathologically. Growths may start as one 
form and develop into another. 

Kach of the tumors listed is described in detail, 
especially as regards its roentgenographic appear- 
ance. Seventy-two cases of malignancy observed by 
the authors are tabulated with regard to the pa 
tient’s age and the location of the lesion. 

Of the metastatic processes, those of carcinoma 
are the most common and the most characteristic. 
‘The lesions are usually multiple and widely dis- 
tributed, and may occur in the form of “moth- 
eaten” or localized cyst-like areas. The type sec- 
ondary to prostatic disease is characterized by osteo- 
sclerosis. Ilypernephroma occasionally gives rise to 
a single metastasis. Lymphoma, which is particu- 
larly common in the spine, may appear in the can- 
cellous bones of persons who have been subjected to 
prolonged radiation. It resembles carcinoma. 

Apotepu Hartrunc, M.D. 


Mills, G. P.: An Apparent Case of Primary Epi- 
thelioma of Bone. Brit. J. Surg., 1926, xiv, 181. 

Mills reports the finding of an apparently primary 
epithelioma at the lower end of the right femur of 
a 27-year-old man. The patient was suffering also 
from ankylosis of both hips due to tuberculosis. At 
the time of the examination made by the author the 
mass had been noted for four months. It was about 
the size of a small orange and of a firm but not bony 
hard consistency. Its edge was well defined. No 
egg-shell crackling was noted. The inguinal glands 
were enlarged and there was stiffness of the knee. 

The pathological diagnosis based upon a section 
of the tumor which was removed was basal celled 
epithelioma primary elsewhere. The pathologist 
stated that the growth was of a type not infre- 
quently seen at the bottom of a sinus, but in this 
case there was no sinus. 

Since, in a thorough roentgen and physical exami- 
nation, no primary growth could be found, the leg 
was amputated below the hip and the glands were 
removed from the groin. Within one month the 
patient was discharged apparently well. 

lifteen months after the amputation there was 
evidence of metastasis in the clavicle and lung, and 
death occurred two months later. 

At autopsy, metastases were found in the right 
hip, the pericardium, the lungs, the prevertebral tis- 
sues from the sacrum to the posterior mediastinum, 
and the right clavicle. 

The skin, peritoneum, liver, spleen, kidneys, brain, 
and cord were negative. 
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The histological picture was that of certain slowly 
growing epithelial tumors of the skin. Although the 
pathologist maintained that a primary epithelioma 
must have existed elsewhere, none could be found 
by the most careful search. The author therefore 
assumes that the growth was primary in the femur. 

Henry H. Ritter, M.D. 


Coley, W. B.: Local Injury as a Causative Factor in 
Bone Sarcoma, with Especial Reference to the 
Medicolegal Aspects. /nternat. J. Med. & Surg., 
1926, XXXxix, 259, 318. 


From an analysis of the cases of bone sarcoma 
which have come under his observation during the 
last thirty years, Coley draws the following conclu- 
sions: 

There can no longer be the slightest question that 
in sarcoma, and especially sarcoma of the long bones, 
a single trauma in the form of a bruise, a sprain, or 
a fracture may be the direct exciting cause of the 
tumor. 

It is fair to conclude that trauma is the important 
factor in the development of the disease in a very 
high percentage of the cases—about 50 per cent. 

The interval between the injury and the first ap- 
pearance of symptoms or signs may vary from a few 
days to two years or more, but in the great majority 
of cases it is less than six months and in 50 per cent 
less than one month. 

A rational and thoroughly scientific explanation 
of the causal relationship between trauma and the 
tumor is possible if it is assumed that malignant 
tumors are due to some form of micro-organism or 
virus. 

In order to establish a relationship between an 
injury and the development of a malignant tumor 
from the medicolegal standpoint it is necessary to 
establish the authenticity of the trauma. The trauma 
must have been of sufficient importance or severity, 
there must be reasonable evidence of the integrity 
of the part prior to the injury, the tumor must have 
developed at the site of the injury, the date of ap- 
pearance of the tumor must not have been too re- 
mote from the time of the injury, and the diagnosis 
must be established from clinical and X-ray evidence 
and supported, if possible, by microscopic examina- 
tion. 

The article is supplemented by a very full bib- 
liography. A. Gorriies, M.D. 


Meyerding, H. W.: The Surgical Aspect of Bone 
Tumors. Kadiology, 1926, vii, 29. 

In most cases of bone tumor the surgeon who has 
had experience in interpreting roentgenograms of 
osseous lesions can usually make a correct diagnosis. 
In some cases, however, the diagnosis is not clear 
until after exploration, and in rare cases the diag- 
nosis of malignant tumor is missed until metastasis 
or death occurs. 

The roentgenogram is of great aid in the differen- 
tiation of bone tumors, but it is especially valuable 
in the recognition of metastasis to the lungs long 


before the clinical signs of such metastasis are ap- 
parent. When malignancy is suspected no operative 
procedure is justifiable without a roentgenologica! 
examination of the chest. Both diagnosis and treat- 
ment demand consideration of all clinical and lab- 
oratory methods available. The operability of a tu- 
mor depends upon its character, type, size, and site, 
the extent of its progression, and the patient’s gen- 
eral physical condition, age, and sex. 

Various forms of tumor are reviewed with illus- 
trative case reports. A case of chondroma is dis- 
cussed. The entire tumor must be removed by 
curettage. If the cortex is bulging it may be crushed 
in and closure made by layer. Splinting may be 
necessary to prevent fracture. 

In cases of osteitis fibrosa cystica the best results 
are obtained by thorough curettage, crushing in of 
the exposed cortex, and layer suturing if the diag- 
nosis is made early and multiple forms are excluded. 
The term “osteitis fibrosa cystica”’ is used to include 
the inflammatory cysts and the local and general 
types of fibrocystic disease. 

Giant-cell ‘tumors are considered benign and 
should be treated conservatively, providing func- 
tional improvement is possible. ‘They were formerly 
regarded as malignant, and no doubt reports of 
cures of sarcoma by amputation have been based 
on confusion in the diagnosis. In the case cited by 
the author the pathological diagnosis at operation 
prompted conservative treatment and the limb and 
its function were preserved. 

Endothelioma usually affects the shaft of the bone 
as a diffuse swelling involving the periosteum and 
the periosseous structures. It reacts more favorably 
to radiotherapy than any malignant tumors of bone 
that the author has observed. Pulmonary metastasis 
is inevitable and soon ends life. 


Dracinskaja, E. S.: Experimental Findings with 
Regard to the Healing of Defects in Trans- 
versely Striated Muscle and the Regeneration 
of the Latter ([xperimentelle Ergebnisse zur 
Heilung der Defekte der quergestreiften Muskulatur 
und zur Regeneration derselben). Verhandl. d. 16 
russ. Chir.- Kong., Moscow, 1926, p. 121. 


The author studied the healing of defects in the 
rectus femoris muscle in twenty-two experiments on 
rabbits. Sections from 1 to 114 cm. in length were 
excised, the intramuscular fascia being left intact. 
The muscle defect became filled with blood. ‘The 
duration of the experiments ranged from two days 
to a year. 

In all cases there was regeneration of the muscle 
fibers from the pre-existing muscle fibers as the re- 
sult of a budding out of the muscle tissue with 
longitudinal division of the fibers. ‘The muscle buds 
invaded the loose granulation tissue filling the de- 
fect. After from one and one-half to two months, 
the latter underwent a metaplasia into fatty tissue. 
The muscle buds continued to grow in the fatty 
tissue so that, even at the end of a year, the growth 
of the muscle was still proceeding. 
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By means of vital staining with trypan-blue or 
carmine it was found that the regeneration of muscle 
tissue took its origin only from pre-existing muscle 
fibers and never from connective tissue or granula- 
tion tissue. 

In no instance was it possible to demonstrate 
scar formation at the site of the defect. 

KORNMANN (Z). 


Key, J. A.: The Mechanisms Involved in the Re- 
moval of Colloidal and Particulate Carbon from 
Joint Cavities. J. Bone & Joint Surg., 1926, viii, 
606. 


‘The author reports a very interesting series of 
experiments performed to determine the natural 
methods by which carbon particles are removed from 
a joint cavity. 

Higgin’s American India ink, a coarse colloidal 
solution of carbon containing some large particles 
was injected into the knee joints of adult rabbits, 
the animals then being sacrificed at intervals of 
from one to one hundred and four days. 

Most of the carbon was phagocytized by macro- 
phages and leucocytes, and by the tenth day after 
the injection the great part of it had been carried 
out of the joint cavity by these cells. 

Small amounts of free carbon passed through the 
intact synovial surface, the synovial cells taking up 
small amounts and holding them indefinitely. 

A variable amount of carbon was held in fibrin 
clots which became attached to the synovial mem- 
brane and over which new synovial membrane grew. 
A small amount of free carbon reached the popliteal 
lymph nodes. 

Most of the carbon remained in the loose tissues 
around the joints and was moved from one area to 
another by succeeding generations of macrophages. 
The living leucocytes quickly expelled the ingested 
carbon. 

Connective tissue and bone cells of various types 
retained small amount of the carbon indefinitely. 
The extracellular carbon was slowly absorbed as 
colloidal carbon and carried by the blood stream to 
the reticulo-endothelial system. 

Ropert V. Funsten, M.D. 


Haas, S. L.: Growth Disturbances Following Re- 
section of Joints. Arch. Surg., 1926, xiii, 56. 


For the treatment of knee-joint diseases in young 
persons who are growing the majority of surgeons 
favor conservative treatment. The author made a 
study of the effect upon growth of resection of the 
normal knee joint in twelve young rabbits. This 
report is based upon the findings in four animals as 
the others died. 

Haas found that careful resection of the normal 
knee joint caused practically no disturbance in 
length growth, but that growth was arrested by any 
injury to the blood supply of the epiphysis such as 
that produced by the passing of sutures through the 
actively growing columns of cartilage cells. 

Even J. Berknerser, M.D 


50 INTERNATIONAL ABSTRACT OF SURGERY 


Burbank, R.: Vaccine Therapy and Serological Di- 
agnosis in the Arthritides. J. Bone & Joint Surg., 
1926, viil, 657. 

Popoff, in 1887, first produced an arthritic lesion 
experimentally with streptococci. In 1912, Hastings 
first used the complement-fixation tests in arthritis, 
employing streptococci as an antigen. 

As a result of such investigations, vaccine therapy 
came into vogue and was hailed as a panacea 
When it proved disappointing, foreign protein injec 
tions were tried out with slightly more success and 
occasionally a very brilliant result. 

In 1916, the author, working under Hastings, 
again began intensive serological work on arthritic 
lesions. : 

Different types of streptococci from the teeth, ton- 
sils, sinuses, nasopharynx, gall bladder, intestinal 
tract, and prostate were cultured and tested for 
complement fixation with the patient’s blood. Vac- 
cines made from these cultures and used for treat- 
ment gave far more satisfactory results than had 
been obtained previously. At present, thirty-five 
strains of streptococci of various types and from 
various foci are used. 

The first step in the examination of the patient’s 
blood is the determination of its complementary 
value. The case is then treated according to its 
serological classification. The prognosis bears a con 
stant relation to the extent of the reaction. 

The author concludes that favorable results may 
be obtained in practically all cases of arthritis show- 
ing a favorable complementary value when there 
is no undrained focus or debilitating disease pres- 
ent and when the treatment is continued over a 
considerable period of time. 

Ropert V. Funsten, M.D. 


Hanson, R.: Tendovaginitis or Tendinitis Steno- 
sans. Acta chirurg. Scand., 19206, |x, 281. 

The author reports a case of tendovaginitis or 
tendinitis stenosans of the abductor pollicis longus 
in a man 38 years of age. 

At operation, the limitation of extension and ab- 
duction of the thumb was found to be due to a 
spool-shaped contraction of the tendon resulting 
from a partial rupture caused by a blow on the 
distal side of the styloid process of the radius. 
Normal mobility of the thumb was restored by 
opening the tendon sheath. 

The author believes that similar causes may be 
active in other cases of this nature. He reports this 
case as evidence of the fact that the tendon itself 
rather than the tendon sheath may be the site of 
primary changes. 


Henderson, M. S.: Chronic Osteitis of the Semi- 
lunar Bone (Kienboeck’s Disease). J. Bone © 
Joint Surg., 1926, viii, 504. 

Kienboeck’s disease is a chronic, slowly progress- 
ing type of osteitis of the semilunar bone. On the 
basis of the etiology, three forms are recognized: 
(1) an anatomical form, due to abnormal pressure 
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lines from anatomical anomalies; (2) an occupa- 
tional form, due to repeated minor injuries, and (3) 
a traumatic form, due to a single marked pressure 
insult. The condition is characterized by the follow- 
ing three stages: 

1. The acute stage, vaich lasts possibly only a 
few hours and comes on immediately after the in- 
jury. This never persists for longer than a few 
weeks. According to the theory advanced by Kien- 
bock, there has been a subluxation with spontane- 
ous reduction which has cut off the blood supply 
and has been followed by nutritional disturbances 
in the bone. 

2. The stage of freedom from pain and disability, 
lasting as long as two months. 

3. The stage of osteitis and disability. 

With the exception of a lack of prominence of 
the head of the third metatarsal, the objective find- 
ings are slight. The pain is aching, annoying, and, 
on excessive use of the wrist, quite severe. There is 
tenderness over the semilunar bone with usually 
slight swelling and a moderate degree of restriction 
of motion. 

The roentgenograms are at first negative but 
later show osteitis of varying degree. 

The author reports two cases with a typical his- 
tory and findings. Surgical treatment was advised 
against and splints were recommended. The prog 
nosis for complete function was not good. 


Sprogis, G.: A Contribution on the Theory of the 
Inheritance of Dupuytren’s Contraction of the 
Finger (Beitrag zur Lehre von der Vererbung der 
Idupuytrenschen Fingercontractur). Deutsche Zlschr. 
f. Chir., 1926, cxciv, 259. 

As Sprogis was able, in one family, to trace 
Dupuytren’s contracture through three generations, 
he agrees with Krogius, Posner, Neumark, Smend, 
and others that the condition may be inherited as a 
recessive character. 

Dupuytren’s contracture seems to be more common 
among males than among females. The tendency 
toward sclerosis and pathological changes in cases of 
Dupuytren’s contracture affects not only the palmar 
fascia but also the overlying skin, the tendons over 
the joints, the nails, and the connective tissue of the 
tunica albuginea in the septum penis. Brock (Z). 


Dresser, R.: Lymphoblastoma (Hodgkin’s Disease) 
of the Sternum. Am. J. Rocntgenol., 1926, xv, 525. 


Dresser reports four cases of Hodgkin’s disease of 
the sternum which were seen in a period of three 
years at the Massachusetts General Hospital In 
all, the condition of the sternum was a complication 
of a generalized involvement. Since there is no 
lymphatic tissue in bone, the process must be of a 
metastatic nature. The roentgen ray demonstrated 
a destructive type of lesion such as is seen in 
metastasis to bone. Such osseous lesions respond 
well to radiation therapy and their presence does 
not seem to have any effect on the progress of the 
disease. Cuarires H. Heacock, M.D. 


Smith, L. D.: Tuberculosis of the Hip in Children. 
J. Bone & Joint Surg., 1926, viii, 636. 

This article is a report of twenty-seven cases of 
tuberculosis of the hip treated by conservative 
methods at the Massachusetts Hospital School, 
Canton, Massachusetts. 

An intensified hygienic régime was followed with- 
out special emphasis on any one factor except, per- 
haps, fresh air. The patients in which the condition 
was active were given bed traction until the acute 
symptoms subsided and then allowed to go about 
wearing a Bradford abduction splint. 

In all of the cases healing occurred. A useful joint 
was obtained in 22 per cent and ankylosis in 78 per 
cent. In 40 per cent, abscesses developed during the 
course of the treatment. The length of time that the 
treatment must be continued to obtain a cure is 
not stated. The progress of the disease has a definite 
relation to the patient’s general condition. 

Ropert V. Funsten, M.D. 


Duvernay and Parent: The Roentgenographic 
Anatomy of Chronic Arthritis of the Hip (Con 
sidérations sur Vanatomie radiographique des ar- 
thrites chroniques de la hanche). Rev. d’orthop., 
1926, XXxlii, 173. 

Malformation and arthritis of the hip are common 
conditions and when associated may give rise to 
very complex roentgenographic pictures. The most 
confusing pictures are produced by combinations of 
chronic arthritis with coxa plana. The article in- 
cludes case reports and illustrations of the various 
combinations of conditions discussed. 

LAWRENCE Jacques, M.D. 
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Von Lackum, H. L.: Operations in the Treatment 
of Spastic Paralysis. J. Bone & Joint Surg., 1926, 
Vill, 590. 

The operative methods used in the treatment of 
spastic paralysis include tendon lengthening, the 
transplantation of over-active muscle groups, pe 
ripheral nerve resection, and ramisection. Following 
all of these procedures muscle training is essential. 

The author warns against over-correction of the 
deformity by tendon lengthening or partial neurec 
tomy of the nerves to the over-active muscles. 

The Hibbs method of tendon lengthening is rec- 
ommended because of its accuracy in gaining length 
and because it maintains tendon tissue continuity. 

The fact is emphasized that all deformities in 
spastics can be prevented as well as the original 
injury to the brain. —§ Freperick A. Josres, M.D. 


Hammond, R.: Transplantation of the Fibula to 
Replace a Bony Defect in the Shoulder Joint. 

J. Bone & Joint Surg., 1926, viii, 627. 
In a case of fracture dislocation of the upper end 
of the humerus, several attempts at reduction were 
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made. Finally, after fourteen weeks, open reduction 
was attempted. Non-union resulted and, because of 
infection, the removal of the detached head and 
neck became necessary. Later, the upper end of the 
fibula was transplanted to fill the deficiency. In the 
course of about six months there was great improve- 
ment in the function of the arm, rotation and abduc- 
tion becoming possible. 

Repeated X-ray examinations made following the 
transplantation showed a gradual increase in the 
size of the transplanted fibula until it reached almost 
the size of the humerus. 

Rospert V. Funsten, M.D. 


2age, C. M., Elmslie, R. C., Bristow, W. R., Dunn, 
N., and Others: Discussion on the Late Results 
of Operation for Chronic Painful Hip. Proc. 
Roy. Soc. Med., Lond., 1926, xix, Sect. Orthop., 39. 


Pace states that the choice of operative procedure 
in chronic painful hip due to osteo-arthritis or 
chronic arthritis secondary to a fracture of the neck 
of the femur or the acetabulum is dependent upon 
the patient’s age and general condition. In the 
cases of young and middle-aged patients the object 
should be to relieve the pain and obtain a stable 
joint. This is done best by producing ankylosis of 
the hip. 

For the elderly patients who occasionally suffer 
pain in the lumbar spine and the sacro-iliac articula- 
tion after fixation of the hip he advocates excision 
of the head of the femur or the production of a 
pseudarthrosis at the base of the neck of the femur 
by the Jones method. These operations will relieve 
the pain but leave an unstable joint, and when a 
fibrous joint results there is a tendency toward the 
development of an adduction deformity. 

Evmstit has found arthrodesis to be the most 
successful operation and recommends it for monar- 
ticular cases in both young and aged persons. The 
results of arthroplasty in his cases were poor as 
often the pain persisted or the joint became anky 
losed. 

In cases of ununited intracapsular fracture with 
pain, Elmslie found that the best operation was 
excision of the femoral head with lowering of the 
greater trochanter, which gave a certain amount of 
stability. 

DUNN states that painful hips are frequently in a 
position of from 60 to 90 degrees of flexion and if 
this is corrected by a simple osteotomy the pain will 
often be relieved. 

In cases of old arthritis-- tuberculous and pyogenic 

FAIRBANK has obtained good results with the 
Lorenz bifurcation operation, but in a case of con- 
genital dislocation in an adult this procedure was 
unsatisfactory. 

‘To insure permanent free mobility of the hip in 
cases in which the back and both hips are ankylosed, 
GIRDLESTONE advocates resection of the neck of the 
femur followed by fixation of the greater trochanter 
on top of the femur from which the neck has been 
severed. ELVEN J. Berkuetser, M.D. 


Campbell, W. C.: Arthroplasty of the Hip; an 
Analysis of Forty-Eight Cases. Surg., Gyncce. & 
Obst., 1926, Ixiii, 9. 

The author reviews forty-eight arthroplasties of 
the hip, twenty-three of which were done for anky- 
losis in one hip in twenty-three patients and twenty- 
five of which were done for bilateral ankylosis of 
the hip in thirteen patients. Of the twenty-three 
patients with unilateral ankylosis, seven could not 
be traced but were kept under observation for a 
sufficient length of time to obtain valuable informa- 
tion. Of the sixteen who were traced, thirteen 
showed very definite improvement, whereas of the 
twenty-five patients with bilateral ankylosis, only 
seven showed improvement. 

The operation gives the best results when it is 
performed between the eighteenth and _ thirtieth 
years. It should never be done in cases in which 
the ankylosis is the result of tuberculosis, in old 
cases of osteomyelitis with dense eburnated bone, 
in cases with evidence of acute infection, in cases 
showing osteoporosis or marked atrophy, or cases 
of arthritis deformans. Its field is therefore limited 
to cases resulting from trauma and cases of acute 
infectious arthritis. 

Through a Kocher incision, the great trochanter 
is severed and dissected upward with the gluteal 
muscles. An incision is then made parallel with the 
neck of the femur, and the capsule and adherent 
soft structures are freed from the femoral neck and 
the acetabulum with a periosteal elevator. This hav 
ing been done, the femur is separated from the 
acetabulum by means of a large chisel, the curve 
conforming to the head of the femur. The head of 
the femur and the acetabulum are then remodeled 
and fascia lata is interposed in such a way that one 
continuous piece covers the newly formed acetabu- 
lum and is deflected onto the head of the femur to 
form a double layer between the raw articular 
surfaces. 

On the completion of the operation, skin traction 
of from 10 to 20 lbs. is applied and the hip is fixed 
in plaster for ten days. The spica is then bivalved 
from the ankle to just below the crest of the ilium 
so as to permit hip flexion, and passive motion is 
begun. At the end of four weeks the cast is removed 
and the patient is allowed to walk with crutches, 
but at night the plaster cast or a double Thomas 
hip brace is applied to prevent malposition. When 
the patient first begins to walk, a Thomas walking 
caliper or a Bradford abduction brace may be used 
to prevent weight bearing. 

Freperick A, Jostes, M.D. 


Ferrero, V.: Lesions of the Semilunar Fibrocarti- 
lages of the Knee Joint (Le lesioni delle fibro 
cartilagini semilunari dell’articolazione del gino« 
chio). Chir. d. organi di movimento, 1920, x, 317- 

Lesions of the semilunar fibrocartilages of the knee 
joint are seen more frequently in England and 

America than in Italy because they are generally 

due to football and other active sports. In recent 
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vears, however, they have become more common in 
Italy, but are often incorrectly diagnosed and given 
merely physical treatment when they should be op- 
erated upon. 

The author describes five typical cases of lesions 
of the internal semilunar cartilage. In the first three 
there was only detachment of the attachment be 
tween the meniscus and the capsule with more or 
less displacement of the meniscus. In the fourth 
case the anterior horn was broken off in addition. 
In the fifth case there had probably been an old 
fracture of the meniscus, the fragments of which 
had become fused together to form an osteocarti- 
laginous block fixed in front of the anterior ligament, 

Typical symptoms of such lesions are blocking of 
the joint, pain along the interline, and hydrarthrosis, 
but these are by no means noted in every case and 
the most marked symptoms are not always associ- 
ated with the most serious lesions. 

The roentgen examination was positive only in the 
author’s fifth case in which there was a partly calci- 
fied cartilaginous block. 

When there is a true luxation of the meniscus, 
meniscectomy should be performed. The meniscus 
may be easily removed through a parapatellar in- 
cision from 7 to to cm. long made between the 
border of the patella and the lateral ligament. 

In all of the author’s cases, recovery was rapid 
and complete. The patients are now engaged in 
their usual occupations and some of them are play- 
ing football. Auprey G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Newell, E. T.: Fractures, Epiphyseal Separations, 
and Dislocations: A Résumé of 1,114 Cases. 
South. M.J., 1926, xix, 088. 


The experience gained in the late war in the 
treatment of fractures has been applied by the 
author in his civil practice. Chief among the ad- 
vances made in this work was the recognition of the 
fact that accurate approximation of the fragments 
is not of prime importance so long as correct align 
ment is obtained. 

In all of the cases reviewed the fracture was re- 
duced as soon after the accident as was permitted 
by the patient’s general condition and the condition 
of the soft tissues. General anasthesia was used 
almost exclusively. 

In nearly every case the fluoroscope was used in 
the reduction, and after the reduction roentgeno 
grams were made and checked with the fluoroscopic 
picture. Only slight differences were noted. ‘The 
classical treatment and the accepted rules regarding 
the positions of different fractures were adhered to, 
but by the use of the fluoroscope at the time of the 
adjustment the different angles and positions could 
be varied so that more satisfactory results were 
obtained. In compound fractures, débridement was 
done, and if there had been opportunity for the 
occurrence of infection, the fracture was partially 
adjusted and thoroughly dakinized for from twenty- 


four to forty-eight hours before complete approxi- 
mation, suturing, and splinting were done. 

The treatment did not end with the removal of 
the splints, the patients being discharged only after 
maximal function had been restored with the aid of 
all available and indicated physical measures. 

A. Gorriies, M.D. 


Henderson, M. S., Noble, 'T. P., and Sandiford, K.: 
Ununited Fractures, with Special Reference to 
the Chemistry of the Blood. J. Bone & Joint 
Surg., 1926, viii, 607. 

Blood-calcium and blood-phosphorus determina- 
tions in the routine treatment of delayed union give 
little support of clinical value, yet they do not dis- 
prove the theory that bone formation is dependent 
upon a physicochemical mechanism. 

The authors’ observations were made in the cases 
of adults in whom the amount of phosphorus in the 
serum is less than in children and the clinical solu- 
bility-product does not have the same value as that 
found in children with rickets. However, it was 
noted that when the readings for phosphorus were 
low, union progressed slowly and the bone metab 
olism was sluggish, whereas in one case in which the 
phosphorus was high, union was very rapid. 

For the treatment of ununited fractures the 
authors advocate exposure to sunshine and artificial 
light, the administration of calcium and cod-liver- 
oil, a well-balanced diet, and, in obstinate cases, 
operative treatment consisting in proper approxima- 
tion of the fragments with minimal local injury. 

Etven J. Berknetser, M.D. 


Henderson, M. S.: ‘“Tenosuspension’’ for Habitual 
Dislocation of the Shoulder. Surg., Gynec. & 
Obst., 1926, xliii, 18. 


Ilenderson reviews the literature on operations 
for recurring dislocation of the shoulder and dis 
cusses the following methods: (1) operations on 
bone, such as arthrodeses and excisions; (2) plastic 
operations on the capsule; (3) plastic operations on 
the glenoid fossa or the implantation of a bone graft 
on the anterior-inferior margin; (4) plastic opera 
tions on the muscles; (5) plastic operations with the 
use of fascia lata; and (6) “‘tenosuspension.”’ ‘Teno 
suspension is described in detail. 

The recurring dislocations are usually of the sub 
coracoid type, which produce a hernia of the capsule 
at the inferior margin of the glenoid fossa. When 
once the habit of luxation has been established, the 
luxation recurs on the slightest provocation and the 
disability is immediate. As a rule in such cases the 
primary treatment was at fault. In the primary 
treatment there should be fixation for three weeks 
and no attempt should be made to bring the arm 
to a right angle for six weeks. When a second dis 
location occurs the fixation should be continued for 
six weeks to allow cicatrization of the capsule and 
this should be followed by physiotherapy. 

In the Mayo Clinic thirty cases have been treated 
by either capsulorrhaphy or the muscle plastic oper- 
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ation. Following capsulorrhaphy it was found that 
in only 42 per cent of the cases was there no recur- 
rence of the dislocation although 73 per cent could 
be classified as either cured or improved. In 26 per 
cent, however, there was no improvement. Failure 
followed the Clairmont or muscle plastic operation 
in 37.5 per cent. 

‘These operations have now been abandoned at the 
Mayo Clinic. Tenosuspension has been performed 
with good results on three patients, two of whom 
were epileptics. In this operation the patient is 
placed on his side and the acromioclavicular joint 
exposed by a curved incision made over the deltoid 
with the base up. A hole is then drilled through the 
acromion process and the head of the humerus and 
a free tendon graft 10 cm. long obtained from the 
peroneus longus is passed through these channels 
and sutured. In the cases of epileptics, a silk fishline 
is used in addition to prevent undue strain on the 
newly formed ligament. The arm is then fixed to 
the side for ten days and no effort is made to raise 
it from the side for six weeks or to a right angle 
for six months. The arm is kept bandaged to the 
side for three months. The operation prevents the 
downward excursion of the head. 

Thirty cases in which operation was performed 
are reported. 


Taylor, W. A.: Fractures of the Upper Extremity 
and Their Treatment. Northwest Med., 1926, xxv, 
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Cleveland, H. E.: Fractures of the Leg. Northwest 
Med., 1926, xxv, 361. 

TAYLOR states that the prognosis of fractures 
about the wrist, especially the Colles fracture, de- 
pends upon the pathological changes in the adjacent 
structures. As is generally true in most fractures, 
the earlier and the better the reduction the less 
these changes. 

For most fractures, the early use of physiotherapy 
is advocated, but in fractures of the head and neck 
of the radius early movement is contra-indicated 
because of the tendency toward the over-production 
of callus. 

Fractures around the joints should be treated with 
the parts in the position of election. The elbow 
should be in acute flexion and the humerus in 
abduction. 

For compound fractures of the leg, CLEVELAND 
advocates conservative treatment consisting in early 
reduction, cleansing of the tissues, traction with 
tongs, and the application of dressings followed by 
the use of a split cast. 

ELveN J. BerkHEeIser, M.D. 


Weinstein, M.: Fractures of the Humerus: A Study 
of Fifty-Three Cases. Am. J. Surg., 1926, n.s. i, 
So. 


In fractures of the humerus closed methods usually 
suffice. Perfect anatomical adjustment is not neces- 
sary. Early passive and active motion is very 
important in promoting early healing. 


Fractures of the upper end of the humerus are 
best treated by abduction, traction, and counter- 
traction, with the use of a Balkan frame and a 
Thomas splint. For fractures of the shaft, the 
Osgood-Penhallow and Mitteldorpp triangles are 
best. In fractures of the lower third, acute flexion 
of the elbow is indicated. 

Radial nerve paralysis occurs in from 4 to 8 per 
cent of fractures of the humerus. Delayed union and 
non-union occur more often in the shaft of the 
humerus than in any other long bone. 

All of the author’s fracture cases are inspected 
daily. At intervals the splints are removed and the 
soft parts are massaged. The author believes that 
this tends to prevent non-union by improving the 
circulation. It also prevents pressure damage to the 
soft parts with atrophy of the muscles and gives an 
opportunity for early passive motion of the joints. 

Henry H. Rrrrer, M.D. 


Schwartz, A.: Fractures of the Humerus with Im- 
mediate Radial Paralysis (Les fractures de I’hu- 
mérus avec paralysie radiale immédiate). Bull. et 
mém. Soc. nat. de chir., 1926, lii, 533. 

In a case of fractures of the shaft of the humerus 
with immediate radial paralysis Schwartz waits until 
the fracture has completely healed before he under- 
takes the repair of the nerve unless the fracture 
itself requires surgical intervention. His reasons are 
that the paralysis is frequently due to a contusion 
which is recovered from spontaneously, and that if 
the paralysis does not disappear spontaneously, op- 
eration for the repair of the neive is very much 
easier after the healing of the fracture. The one 
exception to this rule is made when the paralysis is 
due to an impaction of the neck at the site of the 
fracture. In such cases the nei ve should be liberated 
at once. Such impaction is rare, however, and can 
be differentiated from a simple contusion by the 
symptoms. 

In the discussion of this report, CHiFoLiau, 
Moucuet, Dujarter, and LAPornte vigorously 
opposed the policy of Schwartz. Immediate explora- 
tion was advocated as the only safe method of 
establishing the extent of the nerve injury. 

LAWRENCE Jacques, M.D. 


Blanco, J. L.: Fractures of the Elbow and Their 
Treatment (Iracturas de codo y su tratamiento). 
Clin. y lab., 1926, xii, 185. 

The author reports fifteen cases of fracture of the 
elbow which he has treated, and illustrates his re- 
port with a number of roentgenograms. 

Supracondylar fractures should be treated as soon 
as possible, before oedema develops to a sufficient 
degree to interfere with reduction. Roentgenograms 
are indispensable to determine the type of the frac- 
ture and whether reduction has been complete. 

The best position in which to retain fractures of 
the elbow is that of hyperflexion. Massage and 
forced movements of the arm should be absolutely 
prohibited as they are injurious. The only move- 
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ments that may be allowed are those made by the 
patient. 

In operations on the elbow the approach which 
gives the freest access to the joint is through the 
olecranon. Auprey G. Morcan, M.D. 


Monod, R.: Trochanterodiaphyseal Fractures (Les 
fractures trochanterodiaphysaires). Rev. de chir., 
Par., 1926, xlv, 5. 


In the Delbet Clinic fractures through the upper 
end of the femur are classified as follows: 

1. True fractures of the neck: (a) decapitation 
fractures, (b) transcervical fractures. 

2. Cervicotrochanteric fractures. 

3. Trochanterodiaphyseal fractures. 

The purpose of this article is to describe the dif- 
ferences between the two latter types. 

In cervicotrochanteric fractures the line of frac- 
ture follows approximately the anterior intertro- 
chanteric line. It always begins on the neck in the 
trochanteric fossa, at the juncture of the neck with 
the greater trochanter, and descends obliquely and 
medially, ending above the lesser trochanter. It is 
often complicated by accessory fracture lines. One 
such accessory line, which is almost always present, 
separates the greater trochanter from the diaphysis. 
Another, which is less common, separates the lesser 
trochanter and may lead to confusion of this fracture 
with the trochanterodiaphyseal type of fracture. 

In the trochanterodiaphyseal fracture the fracture 
line begins on the greater trochanter, more or less 
close to its summit, and terminates on the diaphysis 
somewhat below the lesser trochanter. A secondary 
line passes from the primary one above the lesser 
trochanter and separates the latter with more or 
less of the diaphysis from the shaft. ‘The primary 
line does not involve the neck of the femur. The 
trochanterodiaphyseal fracture is never impacted. 
Below, there is moderate over-riding, and above, 
some separation of the fragments. The displacement 
is attributed by the author to the abduction of the 
superior fragment caused by the action of the 
muscles. 

The trochanterodiaphyseal fracture is interme- 
diate between the cervicotrochanteric and the sub- 
trochanteric fracture. 

The limb is usually held in abduction, a position 
which may suggest dislocation. With this abduc- 
tion, there is lateral rotation. In only one of the 
author’s five cases was the limb held in adduction. 
There is some variation in the position according to 
whether the extremity is flexed or extended. When 
it is extended the lateral rotation is more marked 
than the abduction. When the limb is flexed, the 
diagnosis is more difficult, the condition often being 
diagnosed as an anterior dislocation. Delbet says 
that pain caused by pressure on the greater tro- 
chanter indicates fracture rather than dislocation. 

The deformity caused by the fracture consists in 
protrusion of the upper end of the distal fragment in 
the trochanteric region, due to angulation of the two 
fragments. Ecchymosis is rare. 


In the X-ray examination the region of the greater 
trochanter should be very carefully examined. 

The treatment of choice is continuous extension. 
This may be obtained by the method of Tillaux or 
Hennequin or by the use of the Delbet apparatus for 
thigh fractures. With Delbet’s apparatus, continu- 
ous extension is maintained for five or six days. The 
appliance is then fixed and the patient allowed to 
walk. Two patients thus treated were allowed to 
leave the hospital after three weeks and instructed 
to come back for the removal of the splint at the end 
of five weeks. 

In no other fracture of the femur is the prognosis 
so favorable as in trochanterodiaphyseal fracture. 
Reduction is easy to obtain and maintain, union 
occurs rapidly by bony callus, and functional re- 
covery is excellent, usually perfect. The shortening 
varies from 14 to 114 cm. M. L. Mason, M.D. 


Sherman, W. O.: Operative Treatment of Fractures 
of the Shaft of the Femur with Maximum 
Fixation. J. Bone & Joint Surg., 1926, viii, 404. 


Sherman discusses the operative reduction of frac- 
tures of the shaft of the femur from the standpoint 
of a return of from 95 to 1oo per cent of normal 
function. For such a result, an aseptic technique 
and a proper armamentarium are essential. The 
usual aseptic technique employed in laparotomies 
is not sufficiently refined for open operations on bones. 

In the fixation of the fragments in the author’s 
cases the fragments are held with Lane or Lambotte 
bone forceps while a vanadium steel plate of Sher- 
man’s design is applied with vanadium steel tap 
screws. The bone plates and screws are never re 
moved unless infection develops. 

Skin traction is seldom used by Sherman in the 
treatment of fractures of the femur. In reduction 
by closed methods, skeletal traction (obtained pref- 
erably with tongs) is the method of choice. It is 
emphasized that mere correction of over-riding or 
shortening is not sufficient. The normal weight 
bearing axis must be obtained and at least 25 per 
cent of the fractured fragments must be brought into 
contact. When this is impossible by closed reduc- 
tion, open reduction is indicated. 

If skeletal traction is to be employed, full reliance 
must be placed upon it as open reduction is a dan- 
gerous procedure in the presence of caliper wounds 
in which there is usually a low-grade infection. 
Should operative intervention become necessary 
after skeletal traction has been attempted, the 
wound should be left open and treated by the Carrel 
method. 

Open operation should be performed in the first 
twelve days following the injury because after that 
length of time it is more difficult and greatly retards 
early bone union with a minimum of callus. 

In the author’s series of more than 1,500 open 
operations for fracture of the femur the incidence 
of infection was no higher than in ordinary elective 
operations such as herniotomy. 

Freperick A, Jostes, M.D. 








50 INTERNATIONAL ABSTRACT OF SURGERY 


Prince, L. D.: Derangement of the Ankle Joint 
Following Fractures of the Lower End of the 
Tibia and Fibula. California & West. Med., 1926, 
XXV, 42. 

Fractures of the lower end of the tibia and fibula 
are more frequently treated improperly than frac- 
tures of any other type. 

Associated with the Pott’s fracture there is fre- 
quently some posterior lateral displacement of the 
astragalus. 

The treatment should consist-in early manipula 
tive reduction under anesthesia followed by im- 
mobilization in a plaster cast. 

Physiotherapy may be begun after the third or 
fourth week and weight-bearing after from six to 
eight weeks. To prevent the development of pro- 
nated foot, the shoe should be tilted by a wedge of 
leather 14 in. thick on the inner margin of the heel 
and sole. 

Malunion in Pott’s fractures is a common cause 
of severe disability, but operative intervention often 
gives satisfactory results. Correction can be accom- 
plished by cuneiform osteotomies of the lower end 
of the tibia and fibula. 

ELveN J. Berkuetser, M.D. 


Fiorini, E.: Fracture of the Calcaneum (Contributo 
allo studio delle frattura del calcagno). Chir. d. 
organi di movimento, 1926, X, 403. 

Practically the only method by which fractures 
of the os calcis can be diagnosed is roentgen exami- 
nation. Ely says that in 60 per cent of the cases in 
which the diagnosis is made from objective examina 
tion it is incorrect. A correct diagnosis has become 


particularly important because of the new laws with 
regard to workmen’s compensation. 

In order to make a roentgen diagnosis it is neces- 
sary to know the normal structure of the os calcis 
thoroughly since fractures generally follow the lines 
of the trabeculw. Fiorini includes in his article a 
diagram showing the arrangement of the three sys- 
tems of trabecula and he describes it in detail. The 
roentgenogram of the fractured os calcis should al 
ways be compared with a roentgenogram of the 
normal. 

In cases in which no lesions of the trabecula are 
seen special attention should be given to the postero- 
lateral surface of the bone which articulates with 
the astragalus and to the angle formed by this facet 
with the posterosuperior surface of the bone. Dis- 
appearance of the angle is the first and most con- 
stant sign of a change in the surface which articu- 
lates with the astragalus. One lateral roentgenogram 
is not enough; if there is any doubt, roentgenograms 
should be taken in other projections. 

The treatment should be directed toward prevent 
ing the tarsalgia that follows such fractures. Opera 
tive suture of the fragments is often necessary. The 
skin incision should be made in such a way that a 
plantar scar will be avoided. The normal form of 
the os calcis should be restored as nearly as possible, 
the plantar arch reconstructed, and any luxation of 
the astragalus reduced. All fragments which might 
give rise to exostoses or exert pressure on vessels or 
nerves should be removed. If the fracture of the 
bones is very serious, it may be necessary to per- 
form a subastragaloid arthrodesis. 

Auprey G. Morcan, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Babcock, W. W.: A New Treatment for Thoracic 
Aneurism. Ann. Clin. Med., 1926, iv, 933. 


The author presents an operative procedure for 
thoracic aneurism which is based upon the hydro- 
dynamic principle that the lateral or wall pressure 
in tubes containing moving liquids is inverse to the 
velocity of the liquid. 

By performing an end-to-end anastomosis bet ween 
the right carotid artery and the right internal jugu- 
lar vein a short distance above the subclavian vein, 
he substitutes the swiftly moving arterial blood for 
the sluggish venous flow. The blood from the right 
common Carotid is therefore immediately returned 
to the right heart, with a hypothetical speeding of 
the circulation through the right heart. As a result 
there is a fall in the intra-aneurismal and the gen- 
eral systolic pressure and an increase in the pul- 
monary circulation. 

After the operation the substernal pain is appre- 
ciably diminished, the aneurismal pulsation is less, 
and the general circulation is improved. 

The procedure is presented not only as a method 
of treating thoracic aneurism but also as a possible 
means of improving the pulmonary circulation. It 
is to be studied further with regard to its applica- 
tion in certain stenotic affections of the heart and 
special types of pulmonary tuberculosis. 

Don K. Hurcuens, M.D. 


BLOOD; TRANSFUSION 


Piney, A.: The Importance of Haematology in 
Surgery. Brit. J. Surg., 1926, xiv, 9. 

Some of the commonly accepted deductions from 
hematology must be modified before they can serve 
the purposes of the practitioner. An extreme degree 
of leucocytosis is often seen in cases without pus, 
and leucopenia is often seen in cases with large 
accumulations of pus. The degree of the leucocytosis 
is not as important as the character of the con- 
stituent cells 

As the result of an increased functional demand 
due, for example to the effect of toxic or infective 
stimuli, a leucocytosis occurs usually with a marked 
neutrophilia. If the infection is very intense, the 
formative tissues may be so injured that no increase 
in the circulating leucocytes occurs though there will 
be a relative increase in the neutrophiles, many of 
which show signs of degenerative changes which 
occurred before their entry into the circulation. 
Leucocytosis and Jeucopznia are not fundamentally 
different processes. Certain toxins may give rise to 
one or the other, depending upon the concentration 
of the toxin. 
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Lymphocytosis occurs after infective processes as 
a sign of the onset of the reparative process. Many 
chronic infections are accompanied by a lympho 
cytosis. The lymphocytosis which occurs in typhoid 
fever is of interest because, when it disappeais, the 
prognosis is grave. Lymphopnia is of the most 
unfavorable prognostic import. An extreme lympho- 
penia may result from widespread destruction of 
the lymphatic tissues such as may occur in tuber- 
culosis. A marked functional defect of the hamato- 
poietic tissues often accompanies the great destruc- 
tion of the myeloid tissue resulting from infiltration 
by numerous metastatic malignant tumors. As the 
result of a persistent demand on the formative tis- 
sues, such as occurs in prolonged suppuration, there 
may be also a progressive diminution in the number 
of leucocytes citculating in the blood. 

In cases of posthemorrhagic anemia, the rela- 
tionship between the leucopoietic and erythropoietic 
mechanisms, i.e., between both main constituents 
of the bone marrow, is evidenced. In the blood 
there are the signs of active replacement of the red 
blood cells, but at the same time there is a great 
production of leucocytes evidenced by a well-marked 
leucocytosis. Because of the loss of iron from the 
system in haemorrhage, the regeneration of the 
erythrocytes is slow. In cases of anaemia due to 
hemolysis, such as occurs in snake venom poisoning, 
the regeneration is rapid because iron is present. 

Anwmia due to injury of the marrow is best ex- 
emplified by aplastic anwmia and cases in which 
malignant metastases invade the bone marrow, in- 
juring part of it and stimulating the adjacent parts 
to a greater but less orderly proliferation. 

Polychromasia and punctate basophilia in a blood 
showing normoblasts in small numbers and a ten- 
dency of the leucocytes to approach normal are of 
good significance. A similar picture, but with the 
signs of regeneration much more intense does not 
necessarily imply that the process of repair will be 
successful. More often, the prognosis is poor in such 
acase. A persistently low number of red corpuscles 
with scanty signs of 1egeneration, such as absence 
of polychromasia and of normoblasts is of unfavor- 
able significance. This is true particularly when there 
is an associated leucopenia or even a_ relative 
lymphocytosis. Samurt Kaun, M.D, 


Evans, W. A., and Leucutia, T.: The Neoplastic 
Nature of Lymphatic Leukzmia and Its Rela- 
tion to Lymphosarcoma. Am. J. Rocntgenol., 
1920, XV, 497. 

The authors review the theories of the etiology 
of lymphatic leukwmia. In support of the neoplastic 
theory they note that the condition responds to radia- 
tion therapy in the same way as lymphosarcoma. 
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Three cases of lymphosarcoma are reported in 
which the mediastinal lesions responded promptly 
to radiation therapy and the clinical picture of 
lymphatic leukemia developed later. In the two 
cases which came to autopsy it was found that the 
mediastinum was free from involvement, but that 
lymphosarcomatous nodules had invaded the bone 
marrow. The authors draw the conclusion that 
lymphosarcoma is transformed into lymphatic leuk- 
wmia as soon as the bone marrow becomes involved. 

Cuarvces H. Heacock, M.D. 


Simson, F. W.: A Study of the Third Agglutinating 
System in Human Blood. J. Path. & Bacteriol., 
1920, XXIX, 279. 

In a study of the blood, Simson confirms the ob- 
servations of others, that a third pair of agglutina- 
tion elements exists in human blood. 


The extra agglutinin y may be studied quite 
readily without the assistance of a pure natural + 
serum. Absorbing a Group III serum of the type 
avy with Group II (8 —— A) cells is the most satis- 
factory method of obtaining a suitable serum. 

The yC system, either as agglutinin or its re 
ceptor, is present in a large percentage of human 
bloods. 

With the majority of bloods, cross-agglutination 
without absorption will fail to demonstrate the 
presence of the yC system, and its existence makes 
no difference to the ordinary methods of grouping. 

The B system appears to be present in all bloods. 
A and C are sometimes suppressed. The C system, 
when present, follows the same distribution as the 
A in that the agglutinin is found in the sera of 
Groups III and IV and the receptor in the cells of 
Groups I and II. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lemann, I. I.: Surgery in Diabetics. 
M.&S.J., 1926, xxix, 203. 


New Orleans 


Lemann presents a statistical review of surgery 
on diabetics, showing the marked increase in the 
number of operations and the decrease in the mor- 
tality since the use of insulin. The pre-operative 
and postoperative treatment are described and typi- 
cal cases are reported. 

From his investigation the author draws the fol- 
lowing conclusions: 

1. Surgery on diabetics has been vastly safer 
since the introduction of insulin. 

2. The postoperative mortality should not be 
greatly in excess of that of normal persons provided 
proper safeguards are observed. 

3. The old fear of surgical operations in the pres- 
ence of diabetes is justified when these safeguards 
are not observed. 

4. Infection must be relieved promptly in dia- 
betics. 

5. It is highly desirable to prepare the non- 
infected patient by a preliminary dietetic (and insu- 
lin) treatment to insure freedom from acidosis and 
a normal blood-sugar level. 

6. Close co-operation between the surgeon and 
the physician responsible for the treatment of the 
diabetes is essential to success. 

Joun J. Maroney, M.D. 


Meyer, W.: On Posture During and Immediately 
After Operation, with Reference to General 
Anesthesia. Am. J. Surg., 1926, ns. i, 63. 

The complications of inhalation anwsthesia are 
due to the aspiration into the bronchial tree of 
blood, mucus, or mucopus during or immediately 
after operations within the mouth and nasopharynx 
or of gastric contents as the result of vomiting while 
the patient is still under the influence of the anas- 
thetic. 

To prevent these complications Meyer advocates 
emptying the stomach and placing the patient in 
the Trendelenburg position at the first sign of vom 
iting. 

Before the operation is completed the anas- 
thesia should be deepened and the stomach thor- 
oughly washed out. When the patient is returned 
to his room he should be placed in the Sims position 
on the stretcher and maintained in that position in 
bed if the operation will permit it. 

The development of thrombosis of the left fem- 
oral vein can be prevented by raising the foot of 
the bed following operation. 

Howarp A, McKnicut, M.D, 
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Bancroft, F. W., and Rogers, C. S.: The Treatment 
of Cutaneous Burns. Ann. Surg., 1926, |xxxiv, 1. 

Beck, C. S., and Powers, J. H.: Burns Treated with 
Tannic Acid. Ann. Surg., 1926, Ixxxiv, 109. 


BANcRrortT and Rocers: Death due to burns may 
be caused by shock or toxemia. Deaths from shock 
occur within from twenty-four to twenty-six hours 
and those from toxemia: after from one to three 
weeks. 

The toxamia appears to be due to the breaking 
down of tissue with the formation of primary and 
secondary proteoses, concentration of the blood, and 
a marked decrease in the blood chlorides. 

The treatment of shock accompanying burns con- 
sists in the application of external heat, the admin- 
istration of fluids and liberal amounts of morphine, 
and blood transfusion. 

The treatment of toxawmia accompanying burns 
is in large measure the same, but must be continued 
over a longer period of time. It is very necessary 
to maintain the body fluid balance by proctoclysis 
or hypodermoclysis. 

The local treatment may consist in débridement. 
In the authors’ cases the patient is anaesthetized 
and the area thoroughly cleaned by the removal of 
all burned tissue and all tissue which is so damaged 
that it does not bleed actively. A blood transfusion 
is then given. The wounds are dressed with vaseline 
gauze. 

The disadvantages of débridement are that it is 
a radical procedure with considerable operative risk 
to a devitalized patient, the after-treatment is very 
painful, infection is apt to follow, and skin grafting 
must usually be performed to cover the defect and 
if this is delayed by infection a scar tissue base may 
form beneath the granulation tissue. 

The tannic acid treatment is based upon the 
theory that tannic acid coagulates proteins and pre 
cipitates the poisonous substances in burned tissue, 
thereby preventing their absorption. There is less 
pain associated with this method of treatment than 
any other procedure known and the patient is in 
relative comfort at all times. It appears to be the 
method of choice. Since its use, the mortality and 
the length of hospitalization have been decreased. 

In the cases of children with circular burns of 
the extremities, caution must be exercised in at- 
tempting to prevent contractures by means of trac- 
tion since pressure necrosis develops very easily. 
Careful manual traction or early skin grafting as 
soon as the slough separates is preferable. 

Breck and Powers: The treatment of burns pro- 
posed by Davidson consists in the application to the 
burned area of compresses saturated with freshly 
prepared 2'% per cent aqueous solution of tannic 
acid to produce innocuous coagulum of the burned 
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protein which, when exposed to dry air, will form a 
parchment-like surface over the burn. ‘This method 
of treatment lessens the toxwmia and pain, prevents 
loss of body fluids, limits the amount of secondary 
infection, produces Jess scar tissue than other meas- 
ures, promotes general comfort, and forms a scaffold 
of coagulated protein for the growth of new epithe- 
lial cells over the denuded surface. 

The tannic acid must be freshly prepared. Small 
sections of the wound are opened up for inspection 
at the end of twelve, eighteen, and twenty-four 
hours, and as soon as the part is found to have 
assumed a light brown color all dressings are re 
moved and the wound is left exposed to the air, 
carefully protected against mechanical injury and 
chilling. Around the eyes, a 5 per cent tannic acid 
ointment is used. It is essential to force fluids in 
order to maintain the fluid balance of the body. In 
some cases, blood transfusion is beneficial. 

The authors have slightly modified this method. 
Instead of using saturated gauze compresses, they 
spray the burn every half hour with an atomizer 
containing a 2'> per cent solution of tannic acid 
until the surface becomes brown. ‘This spray may 
be used also on the face and around the eyes. When 
blebs are formed they are opened and the epidermis 
is removed wherever it separates. Exposure to dry 
air facilitates the tanning and an extensive burn can 
be completely covered in sixteen hours with the 
production of a smooth surface insensitive to pain. 
The crust thus secured should not be disturbed until 
it separates. 

In deep burns the crust remains firmly adherent to 
the underlying tissue. In such cases it is advisable 
to remove the crust in two weeks and place grafts 
on the base. If the burn is superficial, the coagulum 
can be dried in a day, but if the burn involves the 
subcutaneous surface the crust remains boggy for 
several days. 

In children, a burn involving one-seventh of the 
body surface is usually fatal, whereas in adults a 
burn involving one-third of the body surface is 
usually fatal. . 

The most important features of the tannic acid 
treatment are the control of toxicity, the simplicity 
of the method, and the comfort of the patient. 

Cyrit J. Giaseet, M.D. 


Westhues: A Modification of the Thiersch Graft 
(Modilikation der Thierschschen Transplantation). 
50 Tag. d. deulsche Ges. f. Chir., Berlin, 1926. 
Westhues cuts Thiersch grafts twice as thick as 
usual and then divides them into parallel strips 3 or 
4mm. wide. By means of an instrument similar to 
a Deschamps needle, the strips are woven through the 
granulating surface. The grafts take in two or three 
days. The granulations on top of the portions of 
the strips that have been drawn under are then 
carefully removed so that the entire graft is freely 
exposed. With great rapidity, the areas between the 
strips become epithelialized, as is shown by a num- 
ber of illustrations. 


This procedure is applicable only to flat surfaces 
and is intended as a supplement to the Braun and 
Pels-Leusden methods rather than as a substitute 
for them. It is emphasized that, during the first two 
days, dressings wet with salt solution should be ap- 
plied to the transplants and should be changed at 
least twice a day. STETTINER (Z). 


Esser: The Use of Arterial Flaps in Plastic Surgery 
(De la méthode des lambeaux artériels en chirurgie 
plastique). Paris chir., 1926, xviii, 167. 

Kisser uses flaps with a very slender pedicle made 
up of an artery and nerves and a thin layer of cellu- 
lar tissue, but no skin. These flaps are sometimes 
very large and look like large leaves on a slender 
stem. They do not require section later. They have 
an excellent blood and nerve supply. The pedicle 
can be easily twisted to 180 degrees without inter- 
fering with the circulation, whereas when one side 
of a skin pedicle is compressed and the other side is 
stretched the circulation is obstructed. 

The flaps described are excellent for atonic chroni- 
cally infected wounds. In the face, where they are 
particularly valuable, the superficial temporal artery 
or its ascending branch may be used. In the body 
there are many arteries which may be employed. 
One of these is the infetior epigastric. 

The artery is carefully located before the flap is 
cut and a skin incision is made over it. Then an 
incision is made from the right and another from 
the left, passing under the artery, so that a wedge 
is formed which includes the artery, veins, lym- 
phatics, and nerve fibers. The collaterals must not 
be cut too near the trunk of the artery or the small 
thrombus which obliterates the collateral may ex- 
tend into the lumen of the artery and partially 
obliterate it. Auprey G. Morcan, M.D. 


Ceccarelli, G.: Skin Grafts and the Conditions 
Which Favor Their Taking and Their Vitality 
(Innesti cutanei e condizioni che ne favoriscono la 
vitalita e ’attechimento). Arch. ital. di chir., 1926, 
XV, 353+ 


The conditions which determine the taking and 
vitality of a skin graft are many. Some of them are 
in the graft itself, some in the site at which it is 
implanted, and some in the host. The graft must 
have retained sufficient vitality to resume the hu- 
moral and circulatory exchange necessary for its 
taking when put in its new position. The vitality 
of the graft is greatest immediately after it is taken 
from the donor, before the beginning of those necro- 
biotic phenomena of asphyxia and defective nutri- 
tion which begin very soon and proceed more or 
less rapidly, depending on the milieu in which the 
graft is kept until it is implanted. 

Among the best media which best preserve the 
vitality of skin grafts are physiological salt solution 
and Ringer’s solution, but even better than these 
is the plasma of an animal of the same or a different 
species. ‘The best medium is the plasma of the 
animal itself. 
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The volume and form of the graft are important 
because it is hard to preserve the vitality of grafts 
beyond a certain size or thickness, and even if grafts 
which are too large or too thick are implanted imme- 
diately after they are taken from the donor it is 
difficult to re-establish the circulation and they are 
very apt to undergo necrosis. 

The vitality of a graft depends in part also on 
the way it is taken and the technique used in its 
application. Each of the different methods has its 
special indications. A dermo-epidermic graft im- 
planted within the granulation tissue has not as yet 
been used very frequently but gives excellent service. 
Illustrative cases are reported. 

The taking of the graft depends to a large extent 
on the bed in which it is implanted. A successful 
take is most apt to be obtained if the bed is newly 
prepared or at least freshened to receive the graft 
and if it is of such a size that the graft fits it ex- 
actly. Absolute asepsis, haemostasis, and postopera- 
tive care according to the technical rules are es- 
sential. 

The chief factor in the taking of the graft is the 
character of the host, that is, whether the host is 
the same individual, another individual of the same 
species, or an individual of a different species. 
Autoplastic grafts always take if they are alive and 
the proper technique is observed. Homoplastic 
grafts take only if the individual differences between 
the host and donor are reduced to the minimum, as 
in the case of brothers, or if the graft is endowed 
with great proliferative vitality, like grafts from 
fetuses or newborn infants. When these conditions 
are not met, homoplastic grafts always fail to take 
both in experimental and clinical work. Attempts 
made so far to change biochemical conditions in the 
host have not been successful, but the condition of 
the graft may be changed by keeping the graft in 
the plasma of the host for twenty-four hours. In 
this way it is possible to make a graft take in an 
individual who is not related to the donor or who 
belongs to a different race. Heteroplastic grafts are 
possible in some of the lower animals, but they have 
always been failures in the higher animals and in 
man, as have grafts of preserved skin. 

Auprey G. Morcan, M.D. 


Rieder, W.: Autogenous Blood Injections in Post- 
operative Pulmonary Complications (Zur Frage 
der Eigenblutinjektion bei postoperativen Lungen- 
komplikationen). Zentralbl. f. Chir., 1926, liii, 205. 


Autogenous blood injections were given in sixty 
cases according to the technique of Graser. At first 
it appeared that they had a very favorable effect, 
but in a series of cases treated without such injec- 
tions the curves were exactly the same and similar 
also to those reported by Graser. 

The estimation of the effect of the injections is 
very difficult because varied conditions are included 
in postoperative pulmonary complications. ‘The 
course of postoperative pneumonia, however, is 
almost always typical, resembling that of broncho- 


pneumonia. After an initial attack of fever of 30 
degrees C., there is often a marked drop of a lytic 
nature, but this occurs also when no injection is 
given. In other cases three and sometimes even a 
greater number of injections did not have the 
slightest effect upon the fever or the course of the 
condition. TOELKEN (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Nagel: The Increase in the Antiseptic Action of 
Corrosive Sublimate in Acid Solutions (Ueber 
die Erhoehung der antiseptischen Wirkung des Sub- 
limats in sauren Loesungen). Zischr. f. Hyg. u. 
Infektionskrankh., 1926, cv, 405. 

On the basis of a series of investigations the author 
comes to the conclusion that the antiseptic effect of 
corrosive sublimate, like that of other mercury salts, 
is increased by the addition of acids and acid salts 
according to the degree of dissociation. Its effec- 
tiveness depends upon the mercury- and hydrogen- 
ion concentration, each supplementing the other. 
The mercury is effective as a cation and not as an 
anion of a complex mercury compound. 

Accordingly, the statement made repeatedly in 
textbooks during the last twenty-five years that 
hydrochloric acid retards the antiseptic action of 
corrosive sublimate in the same way as sodium 
chloride is disproved and the mechanism of action 
of an acid solution of corrosive sublimate is ex- 
plained. Giass (Z). 


Rovida, G.: Experimental Studies with Lewisite 
(Ricerche sperimentali con la lewisite). Sperimen- 
tale, 1926, 1xxx, 5. 

The author made a study of the two chloroviny]- 
chlorarsines which are most interesting from the 
point of view of biological action, viz., chloroviny] 
dichlorarsine (lewisite) and dichlorodivinylchlorar- 
sine. He found that these products, both in a state 
of fine subdivision (alcoholic solution) and in a 
liquid state, hydrolyze rapidly on contact with 
water, forming hydrochloric acid and the correspond- 
ing chlorovinylarsinic oxid. Low temperatures have 
an effect on the course of the hydrolysis, retarding 
the end of the decomposition. 

Aubrey G. Morcan, M.D. 


ANESTHESIA 


Wright, H. W. S.: Anesthesia of the Brachial 
Plexus. Bril. J. Surg., 1926, xiv, 160. 

Practically the entire nerve supply of the arm is 
collected on the upper surface of the first rib, imme- 
diately external to the subclavian artery. In the 
induction of anwsthesia of the brachial plexus the 
subclavian artery may be adequately protected by 
a finger placed on its anterosuperior surface. Injury 
to the pleura is easily avoided if the injection is made 
as soon as parasthesia is obtained. If this is not 
noticed, the point of the needle must always be 
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made to impinge on the first rib before any of the 
solution is injected. ‘The author has at hand a suit 

able syringe and 30 ¢.cm. of 2 per cent and a quan- 
tity of 4 per cent novocain solution. Adrenalin is 
added in the proportion of 3 drops to every Lo c.cm. 
of novocain solution used. As arule the injection is 
made on theoperating table. The needle is introduced 
at a point 1 cm. above the clavicle, immediately out- 
side the vein. ‘This spot corresponds to a point 1¢m. 
above the clavicle in the exact midclavicular line. 
During the introduction of the needle, the anatom- 
ical relationships of the first rib are borne in mind. 
As soon as the needle has pierced the deep fascia 
it is pushed onward about !2 cm.’ If the patient is 
not too sleepy, parwsthesia is felt. The needle is 
pushed in until it rests on the first rib and is then 
gently withdrawn a few millimeters before the novo- 
cain is injected. Finally, 5 c.cm. of the anwsthetic 
are injected just at the outer border of the first rib 
to block abnormal branches which may join there. 


The '% per cent novocain solution is then injected 
in a subcutaneous ring around the arm at the level 
of the deltoid insertion to block the fibers of the 
cervical plexus. The subcutaneous ring may per- 
haps be advantageously placed a few inches above 
the upper margin of the incision, whatever the posi- 
tion of the latter. 

Brachial plexus block has been found equally 
effective for all classes of patients. Its results in 
children have been very gratifying, as have those 
of other types of local anaesthesia. 

The method is most useful in major operations 
about the elbow joint and on the forearm. In opera- 
tions about the shoulder joint it is difficult to abolish 
muscle sense in the deltoid, and retraction of this 
muscle sometimes wakens the patient. The pro- 
cedure described has been used successfully several 
times in operations on the hand, but infiltration of 
the ulnar and median nerves at the wrist serves 
equally well. Morris H. Kaun, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Stenstroem, W., and Mattick, W. L.: A Study of 
Skin Reactions After Divided Roentgen-Ray 
Dosage. Am. J. Roentgenol., 1926, xv, 513. 


Recently there has been a tendency among radio- 
therapeutists to divide the dose over a given area 
into several portions distributed over as many days. 
In this way the length of time the patient must re- 
main in an uncomfortable position at one sitting is 
shortened, the roentgen sickness lessened, and the 
dosage increased. If the dose to a given area is to 
be interrupted, it is important to know the effect of 
its division upon the skin. 

To determine this reaction, the authors rayed 
adjacent fields of the same individual. One field 
was given a 100 per cent dose of “hard” radiation 
at one sitting. Other fields received respectively a 
120 per cent dose in nine days, a 140 per cent dose 
in eleven days, a 140 per cent dose in ten days, and 
a 150 per cent dose in fourteen days. The reactions 
were about the same or less than those occurring 
after the roo per cent dose given at one sitting. 

On the basis of their findings, the authors have 
plotted curves from which it is possible to estimate 
the amount of radiation required to keep the skin 
saturated after a full initial dose. The curve indi- 
cates that 8 per cent may be given every day, 44 
every eighth day, or 50 per cent every ninth day. 

The loss of radiation seems to be dependent upon 
the rapidity of growth of the tissue. Consequently 
the findings in these cases cannot be used to predict 
the reaction of children or cachectic or aged patients. 

Cuarves H. Heacock, M.D. 


Grier, G. W.: The Roentgen-Ray Treatment of 
Keloid. Am. J. Roentgenol., 1926, xvi, 22. 


Although radiotherapy is generally considered to 
be the best method of treating keloids, there is 
little agreement with regard to the technique which 
is most reliable. Having tried various methods at 
different times during the last fifteen years, the 
author has come to the conclusion that the most 
reliable method is the use of unfiltered radiation 
regardless of the size or thickness of the lesion. This 
applies only to roentgen-ray treatment as Grier has 
not used radium in a sufficient number of cases to 
warrant conclusions regarding it. 

He tabulates thirty-nine cases which he has 
treated since 1914. Of these, sixteen were cured, 
eleven improved, and twelve unimproved. Reference 
to the table shows the constant improvement in the 
results which followed the change in the technique 
from moderate filtration of the rays to none. 

No treatment should exceed go per cent of an 
erythema dose and the irradiations should be 
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separated by an interval of from 6 to 8 weeks. In 
the author’s cases the smallest number of treat- 
ments necessary was two and the largest number 
five. Grier uses radiation of a quality corresponding 
to a 7-in. parallel gap. In the estimation of the dose, 
attention should be given to the size of the area 
treated since scattered radiation is of importance 
when larger fields are exposed. 
Apotru Hartounc, M.D. 


Russ, S., and Scott, G. M.: The Effect of X-Rays 
upon the Rous Chicken Tumor. Lancet, 1926, 
CCxl, 374. 

In experiments with many varieties of malignant 
tumors other than the Rous chicken sarcoma it was 
found that after these neoplasms were irradiated 
with one or two lethal doses of the roentgen rays 
none of them would grow when inoculated into 
susceptible hosts. On the other hand, similar doses 
and even larger ones had no appreciable effect on 
the Rous sarcoma or its virus. 

It is possible, therefore, that the animal tumors 
do not contain a virus similar to that of the Rous 
chicken sarcoma, or that the susceptibility of their 
virus to the roentgen rays depends upon the tissues 
in which the virus exists, or that there is some sub- 
stance essential to the growth of these tumors, at 
present unrecognized, which is easily affected by the 
roentgen rays. Apotpen Hartunc, M.D. 


MISCELLANEOUS 


Wyman, E. T.: The Clinical Application of Ultra- 
violet Light. Boston M.&S.J., 1926, excv, 396. 


The quartz lamp can be used as a substitute for 
sunlight and has the advantage that it is available 
regardless of the weather, it can be used in-doors, 
and the doses can be more accurately gauged. In 
the cases of infants the treatments are given with 
the lamp at a distance of 20 in. from the surface of 
the body. In the cases of infants with a light com 
plexion the treatments are continued for two min- 
utes at first and then increased two minutes at each 
treatment up to a duration of twenty minutes. In 
the cases of infants with a medium dark complexion 
they are at first three minutes in length and in- 
creased each time three minutes. In the cases of 
negroes they are at first five minutes in length and 
increased each time five minutes. Sun baths are 
given in addition. 

Rickets is common in children who are seldom ex 
posed to the direct rays of the sun. It can be cured 
by cod liver oil and ultraviolet light. 

Spasmophilia is an institutional condition in which 
the calcium content of the blood serum is low. 
Ultraviolet radiation has a favorable influence upon 
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the symptoms, and the symptomatic relief is asso- 
ciated with a return of the calcium concentration to 
normal. The administration of from 10 to 20 gr. of 
calcium chloride three times a day in addition to the 
ultraviolet radiation has been found beneficial. 

Ultraviolet radiation has a favorable effect also 
in tuberculosis of the peritoneal, glandular, and 
osseous types, but should not be used if there is a 
marked febrile reaction in these conditions. In addi- 
tion to the radiation, fresh air, proper nourishment, 
and general hygienic care are necessary. 

Psoriasis has shown marked improvement under 
ultraviolet radiation, and furunculosis also responds 
to it favorably. In bronchial asthma of the bacterial 
sensitization type, ultraviolet radiation has been fol- 
lowed by a decrease in the frequency of the attacks 
and improvement of the patient’s condition in all 
respects. LLEWELLYN R. Lewis, M.D. 


Perry, E. M.: The Therapeutic Effects of Ultraviolet 
Radiation and High-Frequency Currents in 
Animals. Proc. Roy. Soc. Med., Lond., 1926, xix, 
Sect. Compar. Med., 50. 


The author reports his results with electrothera- 
peutic agents in the treatment of animals. ‘The 


coats of the animals were brushed up to allow the 
penetration of the light waves to the skin. As there 
is a great difference in the thickness of the skin in 
different species, the dosage was regulated accord- 
ingly. In making the experiments difficulty was 
experienced in keeping the animal at a certain dis- 
tance from the lamp. 

In the author’s opinion, ultraviolet radiation will 
prove of great value in certain cases that either fail 
to respond or respond very tardily to the usual 
medicaments. 

The results of ultraviolet treatment on rickets in 
animals were the same asin man. Moist eczema and 
indolent wounds responded rapidly. 

The treatment seemed greatly to stimulate the 
growth of the hair, but the improvement in the coat 
was due probably to the improvement in the gen- 
eral health. 

Satisfactory results were obtained also in pneu- 
monia and catarrhal distemper. Chorea responded, 
but probably because of the improvement in the 
general health. 

The author has used the high-frequency current 
with good results in paralysis. A number of cases 
are cited. LLEWELLYN R. Lewis, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Renaud, A.: Reflections on Cancer Statistic and 
Demography. Rev. méd. de la Suisse Rom., 1926, 
xlvi, 331. 


Renaud holds that the cancer increase shown by 
statistics in most countries is only apparent and due 
solely to better diagnostic facilities. In this he dis- 
agrees with the American writers Park, Hoffman, 
Williams, Bainbridge, and others, who, he claims, 
take into consideration only the absolute total num- 
ber of cancer deaths without going into the details 
or analyzing the data. 

With regard to the influence of civilization, he 
objects to Hoffman’s view that civilization breeds 
cancer. He states that in savage races there are just 
as many cases of cancer following chronic irritation, 
ulcers, etc., as among civilized races. Moreover, in 
civilized countries a great number of cancers are 
successfully suppressed by medical interventions. 
Therefore he is of the opinion that the apparently 
greater number of cancers in civilized countries is 
due simply to better diagnostic methods and ob- 
servations. P. CaMPICcHE. 


Jorstad, L. H.: The Action of Lipoid Solvents on 
the Organism and in the Production of Cancer. 
J. Cancer Research, 1926, x, 229. 


When coal tar is injected into tissues there is a 
progressive hyaline change in the cells. 

The action of coal tar and other lipoid solvents 
may be merely the result of the dissolving of a 
lipoid substance of the tissue. The process is de- 
structive rather than constructive. 

When cancer has once been induced by the coal 
tar, it grows independently of the tar. It has been 
shown by Burrows that cells grow independently in 
the cultures when they are crowded together in a 
small amount of stagnant medium supplied by a 
sufficient amount of oxygen. Embryonic cells begin 
to grow very quickly, but adult cells grow only after 
a latent period. Stagnation and cell crowding offer 
an opportunity for the accumulation of a substance 
formed by the cells in a concentration sufficient to 
induce growth. During this latent period the plasma 
removes from the cells a lipoid substance—the 
ergusia—which acts as a normal growth inhibitor. 
Therefore cancer may be merely the result of a 
crowding of the cells in the tissues and a relative 
reduction of the blood supply of the mass. 

The author observed that animals fed on diets 
varying in the kind and quantity of vitamine con- 
tent showed different reactions to the coal tar and 
concluded that Vitamire A is the inhibitor of 
growth in the normal organism. 
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The experiments showed that the ergusia removed 
by the coal tar could be replaced by Vitamine A. 
Cancer is a tissue poor in Vitamine A. In collabora- 
tion with Burrows, the author found that cancerous 
tissue contains no Vitamine A but a large amount 
of Vitamine B. 

Coal tar merely draws the cells into a stagnant 
mass and removes from the tissue the ergusia, the 
normal growth inhibitor, thereby allowing the cells 
to grow independently and produce cancer. 

Paut W. Sweet, M.D. 


Burrows, M. T.: Studies on the Nature of the 
Growth Stimulus in Cancer. J. Cancer Research, 
1926, X, 239. 


According to the author, cancer is not a reversion 
of cells to an embryonic type, as has been widely 
taught, but the freeing of the cells from forces which 
hold them together. The same conditions which are 
suitable for the growth of bacteria and unicellular 
organisms apply to the growth of cancer cells. Uni- 
cellular forms of life abound in the stagnant pool 
and bacteria in crowded media. 

It has been found that stagnation and cell crowd- 
ing are important for the growth of cancer cells 
because this growth depends upon the accumulation 
about the cells of a substance formed by them-—the 
archusia. Archusia is soluble in the circulating 
fluids of the body, in serum, and in plasma. Func- 
tion takes place when archusia is maintained at one 
end of the cell. A cancer cell is a non-functioning 
cell. 

On the basis of these facts the author assumes 
that cancer may be nothing more than the result 
of a local crowding of cells in the organism and a 
relative reduction in the blood supply to the mass 
thus formed. 

Cancer may be produced by coal tar, the X-rays, 
radium, animal parasites, bacteria, inflammatory 
processes, and congenital defects. 

In previous studies, Burrows showed that body 
cells migrate by liberating a lipoid substance, the 
ergusia, which is readily absorbed by proteins and 
fats. Jorstad found that drops of coal tar placed in 
the tissue dissolve the ergusia and draw the tissue 
cells to them, away from their intercellular substance 
and blood vessels. If too great an amount of ergusia 
is taken away from the cells they degenerate. 

If. degeneration fails and a sufficient number of 
cells are crowded together in a stagnant mass, a 
sufficient amount of archusia may form for growth. 

Cancerous tissue contains large quantities of the 
growth-stimulant, the archusia. The Vitamine b 
values vary in the same proportion as the archusia 
values. Wright has shown that archusia is dialyza 
ble as Vitamine B is dialyzable. 
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It has been previously shown that Vitamine A 
inhibits the growth of cells. Cancerous tissue con- 
tains no Vitamine A. Cancer and a growing bacte- 
rial culture are identical in that both contain no 
Vitamine A and a high value of Vitamine B. In 
the normal organism the value of Vitamine A is 
high. 

Cancer is therefore only the result of a local vita- 
mine imbalance in the organism. It may be pro- 
duced by anything which increases the content of 
Vitamine B and removes the content of Vitamine 
A in the tissues. Paut W. Sweet, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Martin, L.: A Purified Antitetanus Serum (Sur un 
sérum antitétanique purifié). Bull. et mém. Soc. nat. 
de chir., 1926, lii, 128. 

With the use of the new purified antitetanus 
serum, late reactions are rare. When the serum is 
injected subcutaneously, anaphylaxis never occurs. 
When it is diluted with three parts of normal salt 
solution and injected slowly, repeated intravenous 
injections may be given without danger. However, 
the intravenous route should be reserved for cases 
of actual tetanus. 

As the immunizing effect of antitoxin is transient, 
“anatoxine”’ (Ramon) should be employed when a 
prolonged prophylactic effect is desired, as in the 
army. This is a toxin in which the toxicity has been 
destroyed by treatment with heat and formol. In 
the army, anatoxine has been combined with typhoid 
vaccine to produce immunity to both tetanus and 
typhoid. Abert F, De Groat, M.D. 


SURGICAL PATHCLOGY AND DIAGNOSIS 


Gurewic, N. A.: The Vascularization of Scar Tissue 
According, to the Findings of Microcapillaros- 
copy (Narbenvasculerisation nach den Ergebnissen 
der Mikrocapillaroskopie). Verhandl. d. 16' russ. 
Chir.- Kong., Moscow, 1925, p. 130. ‘ 

In a special chamber constructed for microcapil- 
laroscopy the author examined more than 157 skin 
scars. He found that the vascularization of scar 
tissue corresponding to the normal vascularization 
of the skin occurred in various ways. He deter- 
mined the central and peripheral ends of an arteriole 
by cutting through it. In wounds, the margin con- 
nected with the central ends of arterioles is better 
supplied with blood than the margin supplied by the 
peripheral ends and therefore the vascularization is 
more profuse in the former than in the latter. This 
was true in 88 per cent of the specimens examined. 
In tro per cent, definitely one-sided vascularization 
was found and in 2 per cent there was equal vascu- 
larization on both sides. 


The entrance of the blood vessels into the scar 
tissue occurs either parallel with the body surface, 
perpendicular to it, or at an angle with it. In the 
first case the vessels branch and connect with one 
another. In the second, there can be seen a large 
point from which thinner vessels run parallel into 
the scar tissue. In the third case the vessels form 
regular rows of loops in the scar tissue. 

It is evident, therefore, that the character of the 
vascularization of scar tissue depends upon the di- 
rection of the blood vessels and blood flow in the 
region of the wound. KorRNMANN (Z). 


EXPERIMENTAL SURGERY 


Milanesi, E.: An Experimental Study of the Biology 
of Fresh and Fixed Implants of Fibrin and 
Blood Clots (Ricerche sperimentali sulla biologia 
degli innesti di fibrina e di coagulo sanguigno freschi 
o fissati). Arch. ital. di chir., 1926, xv, 413. 

In experiments on rabbits, Milanesi implanted in 
various organs or in the muscles, clots of blood and 
of fibrin, some of which were fresh and others fixed 
in go per cent alcohol. The report includes detailed 
protocols of these experiments and colored photo- 
micrographs showing the results. 

The author found that it was possible to graft 
fresh or fixed bits of fibiin or blood clot into paren- 
chymatous organs or into muscle. Fresh fibrin and 
blood clot and fixed fibrin were ordinarily replaced 
quite rapidly by a proliferative vascular and con- 
nective tissue originating from the tissues of the 
host. Fixed blood clot was generally encapsulated 
in a connective tissue membrane produced by a re- 
action on the part of the host and remained un- 
changed for a long time, presenting all of the char- 
acteristics of an inert foreign body. The fixed blood 
clot was not penetrated by any newly formed vascu- 
lar or connective tissue. 

The graft of fixed blood clot did not show any 
direct relation to the collagen fibrils of the reactive 
connective tissue of the host and therefore did not 
conform to Nageotte’s theory of the origin of stroma 
and its independence of vital phenomena. Neither 
did the results of these experiments support Na- 
geotte’s theory of the revivification of the stroma 
of grafts of fixed material or show that the final 
outcome is identical with fresh and fixed implants. 
The histogenetic laws which govern grafts of fresh 
fibrin or blood clot are the same in their different 
phases and their final outcome as those governing 
the repair of aseptic wounds and the organization 
of thrombi. 

In the author’s opinion it is possible that fresh 
and fixed implants of fibrin or blood clot may prove 
useful as plastic material in reparative surgery on 
certain organs and tissues. 

Auprey G. Morcan, M.D. 
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